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*DORMUPAX’, agent 
whose high erives | 
from its inclusion of calcium mbity-aliy 


IMPROVED barbiturate, provides per tablet— 


Calcium n-butyl-all . 3.75 grains 
Carbromaiuon BP é . « 15 grains 


BARBITURATE Advantages: 


The therapeutic index of n-butyl-allyl-barbituric acid is superion 
to that of the majority of commonly used barbituric acid 
OF GO oD derivatives. It has also been shown that the quotient DE/DL i» 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged. After an average sleep duration of 8 hours, 
it is completely degraded to an indifferent form. 
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prompt, medium-strength hypnotic which is free from after-effects. 
*DORMUPAX” has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
AND WIDE efficacy is good on dosage of half a tablet in the afternoon and 

one tablet in the evening. After-effects are not observed. 
Excited insane patients tolerate 4 tablets daily in a course of 
2 to 4 days without deleterious after-effects. 


due to cause or pain— incioding 
circulatory diseases or arteri pastic vascular states, 


Dosage: 
Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets. 
Further information on dosage supplied in literature on request. 


Dormupax 


Packs: 


Standard Tube, 12 Tablets ; bottles of 250 (Dispensing). 
Samples of ‘ Dormupax’ available on personally signed 
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pt. 


HOMMEL’S HEMATOGEN & DRUG CO. 


121 Norwood Road, London S.E.24 


Our Sole Agents for SOUTH AFRICA:-— Messrs. LENNON LIMITED 


?.O. Box 39, yt TOWN « P.O. Box 24, PORT ELIZABETH . P.O. Box 266, DURBAN, 
NATAL «~ P.O. Box 928, JOHANNESBURG, TRANSVAAL . P.O. Box 76, EAST LONDON 
P.O. Box i182. BULAWAYO Southern Rhodesia . P.O. Box 379, SALISBURY, 
Southern Rhodesio 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 


i 
AN 
THERAPEUTIC Indications: 


South African \{edical Journal 
Suid-Afrikaanse Tyd:skvif vir Geneeskunde 
P.O. Box 643, Cape Tow Posbus 643, Kaapstad 


Cape Town, 10 July 1954 = Kaapstad, 10 Julie 1954 
Weekly 2s. 6d. a Weekliks 2s. 6d. 


CONTENTS — INHOUD 


Carcinoma of the Breast : A Clinical Lecture. Aubrey Radford, F.R.C.S. 58! Medical, Dental and Pharmacy Act, 1954 

Editorial : Hypothermia in Anaesthesia 3 New Professor of Physiology, University of Cape Town 

Van die Redaksie : Hipotermie in Anestese 583 Abstract : Uittrekse!l 

Editorial : Active Immunization against Tetanus 8 Passing Events: In die Verbygaan 

General zed Hypothermia. John W. Dundee, M.D., F.F.A.R.C.S n Memoriam, W. O. Rubidge, M.B., B.S. (Durh) and Ernest Hill 
D.A. and P. R. Mesham, M.B., Ch.B., F.F.A.R.C.S., D.A L.R.C.P L.R.C.S L.R.C.P.S 

Clinical Impressions in Non-Specific Mesenteric Adenitis. Ralph jew Preparations and Appliances: Nuwe Preparate en Toestelle 
Ger, M.B., F.R.C.S 9 Review of Book : Boekresensie 


39h South African Medical Congress, Port Elizabeth, 1954 -orrespondence : Briewerubriek 


Vitamin 


@® OCEAN GOLD HAKE LIVER OIL 
10,000 1.U. “A” and 200 1.U. “D" per gm. 
6-oz. and 3-oz. Bottles. 


OCEAN GOLD NO. 50... STONEBASS 
50,000 1.U. “A” and 5,000 1.U. “D" per gm. 
5-c.c. Dropper Bottle. 


@ OCEAN GOLD CAPSULES 
5,000 1.U. “A"’ and 500 I.U. “D" per capsule. 
Bottles of 35. 


@® OCEAN GOLD HAKE LIVER OIL & MALT 
1,000 1.U. “A” and 200 I.U. “D” per gm. 
1-lb. Jars. 


@ OCEAN GOLD ANTI-ANAEMIA TABLETS 
Contains the B,. Vitamin. In bottles of 50. 


RECOMMEND THESE PRODUCTS WITH CONMFI- 
DENCE . . . they are better in quality, better in 
presentation and far cheaper in price than the 
imported article. 


We supply in bulk to Hospitals, Clinics, etc. — Samples,  Litercture and any further information forwarded on 


VITAMIN OILS LTD., EAST QUAY, DOCKS, CAPE TOWN, P.O. BOX 


Please Support Our Advertisers —- Ondersteun Asseblief Ons Adverteerders 


4 
594 
: 597 
597 
597 4 
598 
59? 
599 
600 
3 
" 
gle 
1 


MEDICAL JOURNAL 10 July 1954 


- A Most Potent Weapon 
t of Modern Medicine 


\ureomycin 
Sulla 


TABLETS LEOERLE 


24-hour action against 
gonorrhea « bacillary dysentery 


each tablet contains 


Aureomycin HCi 125 mg. ° Sulfadiazine 167 mg. 
Sulfamerazine 167 mg. ° Sulfamethazine 167 mg. 


AUREOMYCIN TRIPLE SULFAS is a 4-in-1 product, 
@ potent therapeutic weapon of modern medicine. 


For gonorrhea, the ‘rec ded d is 4 


tablets: 2 tablets initially followed by one tablet 


at 6-hour intervals. Course may be repeated if 
necessary. 


For bacillory dysentery, dosage should be based 
on patient's weight. Average daily dose is 
2 tablets 4 times daily. 


Bottles of 12 


LEDERLE LABORATORIES DIVISION 


RICAN PANY 


30 ROCKEFELLER PLAZA, 
NEW YORK 20, N.Y. 
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BERTRAM 


C.V.S. 


(CHILDREN'S VITAMIN SUPPLEMENT) 


SYRUP 


Each teaspoonful (5 cc.) containing: 


Vitamin A 
Vitamin By 
Vitamin Bz 
Nicotinamide 


... 3,000 units 
. 1.5 mgm. 
. 1.2 mgm. 

10 mgm. 


Vitamin Bie 1 megm. 
Vitamin D 
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AND NOW C.V.S. CANDETS 


Each sugar-coated confection contains the vitamin equivalent of 
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Extra 
Demands... 


EVEN healthy children 
need as much food as 
their elders — _ for 
energy, growth and 
protection. For these 
functions there is an 
ever-present demand 
over and above the 
basic meal allowances 
computed to supply 
mere calories. 

A rich, balanced nutri- 
ment containing prime 
food principles in rapid- 
ly digestible form is 
essential to 
satisfy the extra 
demands of 
childhood and 
adolescence; 


‘Ovaltine provides it in 
ample, acceptable and 
economical form. 
‘Ovaltine’, containing 
important ‘proximate 
principles’ and vitamins, 
is meticulously prepared 
to ensure that all its 
goodness retained 
and physiologically 
‘available’; it is ideally 
suited to satisfy the 
extra nutritional 
demands of the 
young — and, of 
course, of all 
ages in need 
of easily diges- 
tible additional 
food. 


A. WANDER LTD. 
By Appointment ‘Ovaltine’ Manufacturers to the late King George VI 


valtine 
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CORTSONE 
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SPARING EFFECT OF ADDED 
CARBOHYDRATE (DEXTRI-MALTOSE) ON 
RENAL WATER REQUIREMENTS * 


90 
NO ADDED 
CARBOHYDRATE 
‘ 
SAFETY 
sor e 


40 


30 CARBOHYDRATE 


20 


URINE VOLUME mi /Kg /day 


02 o4 06 10 
OSMOLOR CONCENTRATION OF THE URINE 


* Data of Pratt & Snyderman: Pediatrics 11. 65, 1953 


EFFECT OF ADDED CALORIES AS 
DEXTRI-MALTOSE ON UREA EXCRETIONt 
204 
a NO ADDED CALORIES 


ist ADDED CALORIES 
AS DEXTR!I MALTOSE 


URINE UREA /Kg /day 


*Data of Caicagno & Rubin: Pediatrics (in press) 
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AALTOSE 


provide important 
physiologic safeguards 


Added renal safety. When the effective 
carbohydrate, Dextri-Maltose®, is added to cow's milk 
formulas, the infant's water requirements are 
reduced. This provides an added margin of safety 
against dehydration. In addition, the load on the 
water excretory capacity of the infant's immature 
kidneys is reduced.** 


The margin of renal safety is especially important 
since various stresses and handicaps have been 
shown to influence the infant's fluid balance 
and renal 


Better nitrogen retention. The addition 
of adequate carbohydrate (Dextri-Maltose) to 
cow's milk formulas increases the infant's nitrogen 
retention and promotes the efficient use of nitrogen 
for growth,” causing a reduction in the excretion of 
urea and lightening the load on the infant's kidneys. 


Ample carbohydrate is provided in a milk and water 
mixture by inclusion of 4 to 5% of Dextri-Maltose— 
or 1 tablespoonful to each 5 or 6 fluid ounces 

of formula. 


With a record of forty-three years of outstanding 
clinical success, no other carbohydrate has earned 
such world-wide acceptance and confidence in its 
constant dependability as Dextri-Maltose. 


1. Pratt & Snyderman: Pediatrics 11: 65, 1953;'2. Calcagno & Rubin: 
Pediatrics (in press); 3. Calcagno, Rubin & Weintraub: J. Clin. Investi- 
gation 33: 91, 1954; 4. Cooke, Pratt & Darrow: Yale J. Biol. & Med. 
22: 227, 1950: 5. Gamble: J. Pediat. 30: 488, 1947; 6. Rappaport: 
Am. J. Dis. Child. 74: 682, 1947. 


DEXTRI-MALTOSE 


the carbohycrate of choice for infant formulas 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. T MEAD) 
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Sulphadimidine 8.P. 


provides an effect 


SAFE — POTENT — VERSATILE 
Available as tablets containing 

0.5 grammes or ampoules containing 

| or 3 grammes, and for children a pleasantly 
flavoured suspension containing 0.5 grammes 


per teaspoonful. 


IMPERIAL CHEMICALS (PHARMACEUTICALS) LIMITED 


WILMSLOW, MANCHESTER (A subsidiary company of Imperial Chemical Industries Limited) 
Distributed by: 


1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
Pan Africa House - 75 Troye Street ° Johannesburg 
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CARCINOMA OF THE BREAST 


A CLINICAL LECTURE 
AUBREY RAaAprorD, F.R.C.S. 


Durban 


Years of practical experience have brought some know- 
ledge of carcinoma of the breast. I have made a practice 
of following-up patients and have 2 who were operated 
on 20 years ago, several more than 15 and many more 
than 10. Operative treatment carried out for early 
carcinoma of the breast is one of the most successful of 
surgical procedures. 

Treatment commences at the first examination and all 
handling of a breast tumour should be exceedingly 
gentle. I have seen 2 cases which the patients had on 
their own initiative treated by rubbing and, though the 
tumours were small and the cases could be regarded as 
early, they were dead with widespread metastases 
within 18 months. In the diagnosis every effort should 
be made to avoid biopsy. I am convinced by my own 
knowledge and from the opinion of others that biopsy 
increases the prospects of early dissemination. I believe 
that this is so even when done with the diathermy. | 
have little experience with frozen sections. I do not 
think they are likely to be of great value because the 
doubtful case is also usually doubtful and difficult for the 
pathologist, who requires time to prepare and to study 
his slides. An eminent histologist once told me that, 
while he did the frozen section because it was requested, 
he gave his opinion on the naked-eye appearance, and he 
considered his opinion on these appearances as the 
more reliable. 

It is a good rule if a breast condition is doubtful or 
innocent not to lose sight of the patient. There is always 
the possibility of error; in addition, the patient has a 
false sense of security. It must be made clear that the 
diagnosis given is for that time and that time only—not 
for the rest of her life. Patients have returned 8 and 10 
years after an examination with a carcinoma and have 
argued that they had been reassured previously. It is a 
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good habit to watch an innocent lump monthly, but the 
best lumps in breasts are those that have been removed. 


THE OPERATION 


Sampson Handley described the mode of spread of the 
disease over 40 years ago and little, if anything, has been 
added since that time. One wonders if it is not time 
that some enquiring mind should take up the subject and 
perhaps elicit new facts. His classical description 
demands removal of the skin for at least 2 inches from 
the nipple and at least 2 inches from the growth at all 
points, the breast with both pectoralis muscles, the 
fascia over the serratus major, that on both aspects of 
the axillary portion of the latissimus and that over the 
upper 4rd of the rectus abdominis, crossing the middle 
line and removing the fat lying between the upper ends 
of the recti. The fat and lymphatic glands of the axilla 
must be removed. The operation should cross the 
sternum and expose the edge of the opposite pectoralis 
muscle. If the growth is near the middle line there is 
advantage in carrying the resection as far as the perfora- 
ting branches of the contralateral internal mammary. 
If the growth is in the medial and lower quadrant the 
excision should include the external rectus sheath on 
both sides even to the umbilicus. The sheath of the 
external abdominal muscles should be removed in any 
tumour of the lower half of the breast. 

There is advantage in leaving the clavicular fibres of 
the pectoralis major unless the growth is near. The 
section of the tendon of the pectoralis major should be 
made close to the humerus and the tendon of the pectora- 
iis minor should be likewise sectioned as close as possible 
io the coracoid process. If this is done there is no 
haemorrhage. Starting near the sternum the fibres of the 
pectoralis major are removed outwards to the humerus. 
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The plane of cleavage between the costal and the clavi- 
cular fibres is easily found laterally, the retained clavi- 
cular fibres being retracted upwards, the costocoracoid 
membrane is removed with the tendon of the pectoralis 
minor, and the whole axilla is now fully exposed. If 
great care is taken it is possible to spare the cephalic 
vein but, unless there are special reasons for this, it is 
unnecessary. The axillary glands all lie below, in front 
of and above the vein. The artery and nerves do not 
require exposure and it is not necessary to remove the 
areolar tissue around the vein. If the vein is damaged 
it may be tied, and this in itself will not cause serious 
swelling of the arm, though it is probably advisable to 
preserve the veins around the scapula. 

The nerve to the latissimus dorsi and, above all, the 
long thoracic nerve must be preserved, particularly the 
latter—paralysis of the serratus is crippling. The inter- 
costo-brachial nerve may be cut or left. If it is cut the 
patient complains of numbness—if it is preserved she 
will complain of pain in its distribution. 

The most satisfactory incision is transverse. The 
areas around the nipple and the growth should be 
outlined ruthlessly, and then extended directly back- 
wards across the axilla about 3 inches below its apex, 
and forwards to the epigastric angle. This incision 
makes dissection of the axilla a little—but only a little— 
more difficult; it has the inestimable advantage of 
leaving a perfectly mobile arm. There is no need to tie 
up the arm or practice daily movements. The arm is 
completely ignored in the after-treatment. Most, if not 
all, post-operative difficulty with the arm arises from the 
scar in the skin. With this incision closure is usually 
easy but occasionally relaxing incisions are necessary, or 
even an immediate skin-graft. Relaxing incisions should 
not quite cut through the skin and should be parallel to 
the incision. Two drains are employed, one posteriorly 
from the axilla, and one anteriorly from below the 
clavicular fibres of the pectoralis. With these large flaps 
there is considerable post-operative oozing. A _ pad 
should therefore be placed in the axilla and another 
along the lower border of the pectoral; a many-tailed 
bandage is applied in such a way as to bring pressure 
on the axilla and the main wound, leaving the drains to 
be covered separately. In this way the main wound is 
left undisturbed for 10 days while the drains can be 
slowly removed. At the end of 10 days a collection is 
sometimes found in the anterior axillary fold; this 
should be aspirated and pressure exerted. 

While not having any effect in the cure a refinement is 
to raise a flap of latissimus dorsi about 4 inches wide, 
starting below and pedicled above, and stitch it to the 
lower edge of the remaining clavicular fibres of the 
pectoral. The anterior appearance of the axilla is made 
less unsightly by this procedure. 

Dissection should take place immediately below the 
skin except in the upper and lateral part, where it may 
safely go close to the deep fascia, leaving as much fat as 
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possible. This preserves some of the lymphatics of the 
upper arm. One must realize that the surgeon has only 
one chance to eliminate the disease, and technique is of 
the utmost importance. The main principle is to work 
always around the periphery, disturbing the centre as 
little as possible. The infected area must be treated as 
such and no forceps should cross the field—any forceps 
which are used on the infected side should be discarded. 
The infected area should not be handled with dissecting 
forceps but only with the gloved hand or a swab. Except 
for branches of vessels near the brachial plexus, vessels 
should be coagulated and not ligatured. This particularly 
applies to the internal mammary branches—the lymph- 
atics follow the vessels and to some extent the diathermy 
carries the dissection further into the chest wall. The 
use of the diathermy instead of the knife throughout the 
operation is followed by so much oozing of serum that 
it is inadvisable. 

There is wisdom in giving a pint of blood; the patient 
is unlikely to die from loss of blood, but the conva- 
lescence is smoother. There is also wisdom in dusting 
the large wound with sulphanilamide. Swollen arm is 
most commonly caused by infection, certainly so in the 
earlier post-operative phase. Later it may be caused by 
spread of the disease and is of bad prognostic signifi- 
cance. Occasionally it may be caused by X-ray oblitera- 
tion of the remaining lymphatics. 


X-RAY THERAPY 


I see no benefit in pre-operative X-ray therapy, and if 
the patient requires this it is wiser to hand her over to 
the radiologist and co-operate with him on the lines 
adopted in Edinburgh. In cases also where a minor 
operation has been performed and later histology dis- 
closes malignancy it is probably wiser to call in the 
radiologist. In any event, there should be the 
closest co-operation between the surgeon and the 
radiologist. In regard to post-operative irradiation, I 
find no great advantage in its application unless the 
surgeon considers that there is possible spread into 
areas beyond his reach. I certainly cannot understand 
irradiation over the whole field. The place of post- 
operative irradiation is at the surgical periphery to 
extend the cancer-sterilized field, and this is basicly the 
McWhirter concept, though in that the surgical field has 
been deliberately narrowed. In the treatment of metas- 
tases irradiation is invaluable, and on niany occasions I 
have seen it prolong life, and above all relieve pain. 
Time may show that the combined surgical-radiological 
method of Edinburgh produces results equal to, if not 
better than, the present ones. Late spread to the supra- 
clavicular glands should be removed and followed by 
irradiation below the sternum. 


Malignant disease of the male breast is not common, 
but I have seen 4 cases. The prognosis is bad, probably 
becasue it is diagnosed late, and because the distance 
from the chest wall is so much less. 


Finally, one must remember that an operation for 


carcinoma is definitive and final. There is no second 
chance and the answer may not come for years. 
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RUBRA 


Rubramin supplies vitamin B,.. the most potent anti-anemia 


substance known, in potencies to meet every need: 


50 MICROGRAMS PER CC. ... ... Sec. Vials 
10ce. Vials 


100 MICROGRAMS PER CC. ... ... 5ec. Vials 
10cc. Vials 


for treatment of trigeminal neuralgia . . . B,, — 


1000 megm. per ce. 
1000 MICROGRAMS PER CC. ... ... 5cec. Vials 


Rubramin is aqueous, protein and pyrogen free, practically 
painless on injection, safe even for patients allergic to 


parenteral liver, rigidly standardized in vitamin B,, activity. 


Further information and Literature is available from 


PROTEA PHARMACEUTICALS LIMITED 


7 NEWTON STREET 


WEMMER JOHANNES3URG P.O. BOX 7793 


TEL. 33-2211 


ALSO AT CAPE TOWN = PORT ELIZABETH EAST LONDON AND DURBAN. 


SQUIBB 


Rubramin is a registered Trade Mark. 
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BY THE ORAL AND INTRAMUSCULAR ROUTES... 


Recent studies have confirmed the value of khellin in 


BRONCHIAL ASTHMA 
WHOOPING COUGH 
CHRONIC COR PULMONALE 
ANGINA PECTORIS 


Benecardin 


Trade Mark 


Benecardin is a potent bronchial relaxant and coronary 
tilator. Unlike such drugs as glyceryl trinitrate and 
aminophyllin its effect is cumulative, resulting in a 
sustained response. It bas no action on the systemic 


vessels and, therefore, does not affect the blood pressure. 


Benger Laboratories 


Further information from. 
BRITISH CHEMICALS & BIOLOGICALS (S.A.) PTY. LTD. 
259 Commissioner Street, Johannesburg . P.O. Box 5788 . Telephone 23-1915 
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VAN DIE REDAKSIE 


HIPOTERMIE IN ANESTESE 


Sedes, maniere en geneeskunde volg ’n kringloopmode- 
patroon. Dit is te boek gestel' dat die chirurg, Mario 
Aurelio Severino, in 1646 al vriesmengsels sneeu en y; 
vir chirurgiese narkose gebruik het. Aan hierdie chirury 
word die eer gegee vir die eerste handgewrigreseksic 
(1629) wat gedoen is. Baron Larrey, chirurg in Napoleon 
se leér, het weer van hierdie metode in 1807 gebruik 
gemaak nadat hy agtergekom het dat amputasie- 
operasies in bitterkoue weer (—19°C.) pynloos was.* 
In hierdie uitgawe publiseer ons ’n artikel oor die jongste 
herlewing van hierdie eeu-oue anestese-metode. 

Dit ly geen twyfel nie dat hipotermie-tegnieke vir 
narkose in sorgvuldig gekeurde gevalle tot voordeel van 
beide chirurg en pasiént kan strek. Die skrywers van die 
artikel 1é nadruk daarop dat daar heelwat risikos aan 
hierdie tegnieke verbonde is en dat hul geensins onvoor- 
bedag gebruik moet word nie. Hul beklemtoon die feit 
dat na meer as 300 jaar hipotermie nog in ’n eksperimen- 
tele stadium is en dat algemene gebruik daarvan nie 
verdedigbaar is nie. As hulpmiddel met omvangryke 
intrakraniaal- en intrakardiaal-chirurgie gee hipotermie 
(of winterslaap) aanleiding tot ’n eie reeks probleme, 
vernaamlik met betrekking tot die besonder reéle gevaar 
van hartkamertrilling* wat dikwels by temperature onder 
28°C. (82.4°F.) voorkom. 

Die jongste middels en tegnieke wat narkotiseurs en 
chirurge nou bestudeer bied egter moontlikhede aan 
van groot toekomstige vooruitgang op hierdie gebied 
asook wysigings in ou-gevestigde gebruike. Die leer- 
Stelling bv. dat die liggaamstemperatuur en bloeddruk 
in stand gehou moet word, maak plek vir prosedures 
wat werklik die teenoorgestelde is. Daar is tans aansien- 
like hersiening van die praktyk en teorie van narkose; 
onderrig in handboeke word agtereenvolgens vervang 
na gelang middels en tegnieke op die voorgrond kom of 
van die toneel verdwyn. 

Ondersoek was onlangs ingestel i.v.m. die gebruik 
van promethazine hydrochloride (Phenergan), diethazine 
hydrochloride ( Diparcol) en chlorpromazine hydrochloride 
(Largactil) as hulpmiddels met narkose. *n Tegniek was 
gebruik om die uitwerking te bepaal van hierdie stowwe 
op die pasiént se toestand, op die hoeveelheid anestese- 
middels wat tydens ’n operasie vereis word en op die 
hoeveelheid kalmerende middels wat na ’n operasie 
benodig is. Hierdie middels word al vir ’n aantal jare 
gebruik om die aksie van algemene narkose-middels te 
versterk. Sedert 1951 is daar heelwat navorsing gedoen 
en verslae gelewer i.v.m. die gebruik van chlorpromazine. 
Dit het ’n stuitende uitwerking op die hele outonomie 
senuweestelsel veral op die simpatiese deel; op die 
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EDITORIAL 


HYPOTHERMIA IN ANAESTHESIA 


Manners, morals and medicine move in cycles of fashion. 
it is recorded! that in 1646 Mario Aurelio Severino 
used freezing mixtures of snow and ice for surgical 
inaesthesia. He was a surgeon, and he is also credited 
with the first resection of the wrist (1629). Baron 
Larrey, Army Surgeon to Napoleon, revived this method 
in 1807 after noting that amputations performed when 
the weather was very cold (—19°C) were painless.* 
In this issue we publish an article dealing with the current 
revival of this very old method of anaesthesia. 

There seems no doubt that, in carefully selected cases, 
the techniques of hypothermia during anaesthesia can 
be of benefit to surgeon and to patient. The present 
authors are careful to stress that these techniques have 
many potential hazards and should not be undertaken 
lightly. They stress further the fact that hypothermia is 
still experimental (after more than 300 years) and its 
widespread use not yet justified. In offering an aid to 
extensive intra-cranial and intra-cardiac surgery, hypo- 
thermia (or hibernation) raises its own train of problems, 
especially the very real danger of ventricular fibrillation®, 
which occurs commonly at temperatures below 28°C 
(82-4°F). 

Nevertheless the newer drugs and techniques now 
being studied by anaesthetists and surgeons open up the 
possibility of yet more remarkable advances in the 
future. They also foreshadow changes in long-established 
practices. For instance, the doctrine that the warmth of 
the body must be preserved and the blood pressure 
maintained is giving way to actually contrary procedures. 
The theory and practice of anaesthesia is being consider- 
ably revised and teaching in the text-books successively 
superseded as drugs and technique achieve prominence 
or fall into oblivion. 

The use of promethazine hydrochloride (Phenergan), 
diethazine hydrochloride (Diparcol) and chlorpromazine 
hydrochloride (Largactil) as adjuvants in anaesthesia 
has recently been investigated‘ by a technique aimed at 
discovering the effect of these drugs on the amount of 
anaesthetic agent required or the post-operative sedation 
required, and on the patient’s condition. The drugs 
have been used for some years to reinforce the action of 
general anaesthetic drugs. 

Chlorpromazine has been the subject of much research 
and reports since about 1951. It has an inhibitory 
action on the whole autonomic nervous system, most 
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sentrale senuweestelsel ageer dit hoofsaaklik neerdruk- 
kend en veroorsaak dit uitwerkings wat hipnoties, 
hipotermies, koorswerend, antistuiptrekkend en anti- 
brakend van aard is; dit verhoog die verslapping wat 
curariformmiddels teweegbring; dit het ’n kienidienagtige 
uitwerking op die hart; dit het ’n ligte antihistamien 
aksie. Die ondersoeke het bewys dat gebruik van hierdie 
middels lei tot ’n vermindering van die hoeveelheid 
algemene narkose-middels wat nodig is en die hoeveel- 
heid middels wat na die operasie gebruik word; dat 
minder braking na die operasie plaasvind, dat selfs die 
senuweeagtigste pasiénte onbevrees is en dat hul rustig 
na die narkose bykom. Daar was geen blyke van skok 
tydens en na die operasie nie; in baie gevalle was die 
pasiénte besonder bleek maar hul perifeerbloedsomloop 
goed en hul vel warm en droog; die meerderheid van 
die pasiénte het ’n lae druk gehad maar het nietemin 
volkome gesond daaruit gesien. 


VERWYSINGS 


1. Garrison, F. H. (1929): Am Introduction to the History of 
Medicine, 4de ed., bil. 823 en 824. Philadelphia: W. B. 
Saunders. 

2. Keys, Thomas E. (1945): The History of Surgical Anesthesia, 
bil. 21 en 106. New York: Schuman’s. 

3. Dundee, J. W., Gray, T. C. en Mesham, P. R. (1953): Brit. 
Med. J., 2. 

4. Baxter, R. W. et al. (1954): Anaesth., 9, 79. 


In recent years much consideration has been given to the 

problem of producing effective active immunization 
against infection with Cl. tetani. Slome ® has recently 
emphasized the pertinence of this question in South 
Africa. The tetanus organism multiplies locally in 
those wounds where conditions are favourable for its 
development. The clinical state of tetanus is due to 
dissemination of a powerful exotoxin of which the 
exact mode of action is unknown. 

During the 1914-1918 War reliance was perforce 
placed on passive immunization, and by the strict 
insistence on prophylactic inoculation with antitoxin the 
incidence of tetanus was reduced from 0.8°, during the 
early months of the war to 0.1% after an antitoxin had 
been administered to all combatants. The average 
incidence of the disease on the Western Front during 
the 4 years of war was 0.14%. Whilst the immunity 
conferred by passive immunization is relatively rapid 
in onset, depending on the route of administration of the 
antiserum, it is also of relatively short duration, due to 
the elimination of the foreign protein from the body. 
Moreover, the injection of foreign protein always carries 
with it the risk of sensitization. 

The principle of active immunization entails the 
establishment of basal immunity by means of prophylac- 
tic inoculations, resulting in the presence of adequate 
circulating antitoxin for many years. This basal 


immunity can be reinforced by subsequent stimulation 
with booster inoculations. The fact that the antibody- 
forming mechanism of the individual thus immunized is 
already geared to the formation of antitoxin results in a 
prompt response on exposure to the toxin if infection 
occurs. 
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marked on the sympathetic division; its action on the 
central nervous system is mainly depressant in nature, 
producing hypnotic, hypothermic, antipyretic, anti- 
convulsant, and anti-emetic effects; it increases the 
relaxation produced by curariform drugs; it has a 
quinidine-like action on the heart; its antihistamine 
action is mild. 

The investigations showed that the use of those drugs 
leads to a reduction in the amount of general anaesthetic 
required, a reduction in the post-operative drugs used, 
less post-operative vomiting, lack of apprehension even 
in very nervous patients, and a tranquil state on recovery 
from the anaesthetic. There appeared to be complete 
absence of shock during and after the operations; 
patients were very pale in many instances, yet their 
peripheral circulation was good and the skin was warm 
and dry; hypotension occurred in a majority of patients 
who nevertheless appeared perfectly well. 


REFERENCES 


1. Garrison, F. H. (1929): An Introduction to the History of 
Medicine. 4th ed., pp. 823 and 824. Philadelphia: 
W. B. Saunders. 


2. Keys, Thomas E. (1945): The History of Surgical Anesthesia, 
pp. 21 and 106. New York: Schuman’s. 

3. Dundee, J. W., Gray, T. C. and Mesham, P. R. (1953): Brit. 
Med. J., 2, 1237. 

4. Baxter, R. W. et al. (1954): Anaesth., 9, 79. 


Between the two Great Wars, Ramon and Zoeller * 
showed that active immunity to tetanus could be 
established by injection of formol toxoid, and this fact 
was confirmed by Boyd.' During the 1939-1945 War 
both the British and American forces relied on active 
immunization with tetanus toxoid for the production 
of basal immunity.*:* In the British Expeditionary 
Force, where only two inoculations of tetanus toxoid 
were given to stimulate basal immunity, the incidence 
of tetanus was 0.043°,; whereas in other groups to 
whom annual booster doses of toxoid were given to 
reinforce the basal immunity, the incidence was only 
0.006 

The efficacy of active immunization in affording 
protection against tetanus could no longer be held in 
question, and subsequent investigations have been 
concerned with such problems as: how best to establish 
an effective active-basal-immunity; the frequency with 
which this basal immunity should be reinforced by 
booster inoculations in order to maintain adequate 
levels of circulating antitoxin; and whether the actively 
immunized person whose state of immunity has been 
maintained by booster inoculations should upon sub- 
sequent injury receive toxoid, antitoxin, or nothing 
at all. Many of these questions are discussed by Sachs.°® 
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With the discovery of the anaesthetic properties of ethe: 
and chloroform in the mid-19th century, man’s lony 
struggle against pain seemed to be at an end. Ever since 
the days of John Snow, however, anaesthetists have 
striven not only after safer and more reliable anaesthetic 
agents, but have so extended their activities as to fill 
an increasingly important place in the surgical team. 
Endotracheal methods revolutionized operations on the 
head and neck; controlled respiration removed the 
hazards of the opened chest; curare provided the surgeon 
with a relaxed abdomen and controlled hypotension 
made pdssible many otherwise sanguineous operations. 
Keeping apace with these advances in techniques, much 
work has been done on improving methods of resuscita- 
tion. 

However, there still remains a small group of patients 
in whom—because of their poor physical condition— 
radical surgery is not feasible. Furthermore, severe 
peripheral circulatory failure may develop during the 
course of major operations and prove refractory to 
treatment. In such types of cases, the therapeutic use 
of generalized hypothermia during anaesthesia appears 


to offer great possibilities. Whereas orthodox forms of 


resuscitation—be they oxygen therapy or transfusion— 
all aim at increasing the oxygen available to the tissues, 


hypothermia acts by reducing the oxygen demands of 


the tissues. If the oxygen demands of the brain and 
other vitalo rgans can be reduced sufficiently, the 
circulation can be interrupted for a short period of time. 
This opens up vast possibilities for direct cardiac surgery 
and neurosurgery. 


HISTORY 


Localized refrigeration of limbs as a treatment for 
incipient gangrene or as a local anaesthetic for amputa- 
tions and advocated by Allen and his colleagues in 
1938.' This method is seldom used nowadays. 

As far back as 1905, Simpson and Herring, working in 
Edinburgh, induced a state of profound generalized 
hypothermia (23°C.) in animals.? They observed that at 
temperatures below 25°C. no anaesthetic was necessary, 
the animals were incapable of being roused and appeared 
to feel no pain. In 1936 Smith and Fay employed 
generalized hypothermia in the treatment of carcinoma- 
tosis.* Body temperatures between 30°C. and 32°C. 
were maintained for as long as 5 days. Using similar 
techniques, Vaughan repeated Smith and Fay’s work 
and verified the reduction in metabolism, but concluded 
that the procedure was hazardous and unjustified.* 
The first report of the use of hypothermia during 


(late Registrar in Anaesthesia, The United Liverpool Hospitals) 


operations was by McQuiston in 1949.5 He did not aim 
at great falls in body temperature but found that his 
methods reduced the mortality from cardiac operations in 
children. In the following year much experimental work 
on surface cooling was reported by Bigelow and his 
colleagues from Montreal.*: They investigated the 
physiology of hypothermia in the dog and explored its 
possibilities in cardiac surgery. 

In September, 1952, Lewis and Tanfic reported the 
first successful closure of an atrial septal defect using 
hypothermia.’ At a body temperature of 28°C. (82°F.) 
the cardiac inflow was occluded for 5} minutes, enabling 
the surgeon to perform the operation under direct vision. 
In 1953 Swan et al, reported on 15 patients undergoing 
intracardial operations at body temperatures ranging 
from 21-26°C."° In 13 of these patients the circulation 
was arrested for periods ranging from 2-8 minutes; 
there was only | death in this series. 

In Britain, Delorme has advocated the extracorporeal 
method of cooling,'! based on his experimental studies 
in animals. Surface cooling, however, has been more 
widely employed.'®: On the Continent a technique 
known as ‘artificial hibernation’ is extensively used, 
based on the work of Laborit and Huguenard.™ Their 
aim is to produce a pharmacological blockade of the 
autonomic nervous system, the blockade being reinforced 
by a mild degree of hypothermia. 


EFFECTS OF GENERALIZED HYPOTHERMIA 


The body’s natural reaction to cold is (a) to preserve 
heat by peripheral vasoconstriction '° and (6) to produce 
heat by shivering. If the latter process is completely 
abolished, oxygen consumption falls markedly as the 
body temperature is lowered. This applies both in man ™ 
and in animals.’: '*. '® Consciousness is lost at about 
25-28°C.? respiratory activity ceasing at about the same 
temperature. 

The cardiovascular effects of cold are complex. In 
spite of being the subject of intensive investigations, not 
all workers have reached the same conclusions. The 
salient features are a fall in heart rate and blood pressure, 
a slowing of cardiac conduction ’ and a drop in cardiac 
output,!” 4 rise in venous pressure’ and an increase in 
cardiac irritability. These effects become particularly 
marked at temperatures below 28°C. The increased 
rritability of the myocardium, culminating in ventricular 
‘ibrillation, is one of the cardinal problems of deep 
hypothermia. Myocardial anoxia was at first thought 
to be the aetiological factor,’* but this view has since 
proved to be erroneous.’*”*° Excess flooding of the 
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heart with adrenaline after release of the clamps from 
the venae cavae has been postulated as another possible 
cause.** Changes in the pH of the blood and in the 
serum potassium level during hypothermia have been 
investigated by Swan et a/.** These workers have obtain- 
ed most encouraging results by the use of hyperventila- 
tion during cooling, combined with the injection of 
KCI (4 mEq. solution) into the coronary circulation, 
should ventricular fibrillation develop. The diseased or 
elderly myocardium is more sensitive to all these effects 
than that of the young person. 

Liver function, as judged by the bromsulphalein test, 
is impaired when the body temperature is reduced.** 
There is little conclusive evidence of the effects of hypo- 
thermia on renal function. 


METHODS OF INDUCING HYPOTHERMIA 


Techniques have been described whereby an arterio- 
venous fistula is created and the blood stream cooled 
directly."; ** We have no experience of this method 
and our remarks will be confined to surface cooling. 

The production of hypothermia by surface cooling is 
a simple matter in children because of their large surface 
area in relation to body weight, and possibly because 
of their poorly-developed heat regulating mechanism. 
In adults cooling by this method takes longer than in 
children and steps have to be taken to prevent shivering 
and peripheral vasoconstriction. Shivering can be 
eliminated by deep anaesthesia or curarization."* Deep 
anaesthesia will also diminish or abolish vasoconstric- 
tion, but is clearly undesirable in patients who are likely 
to benefit from the use of hypothermia. Ganglion- 
blocking drugs such as the methonium compounds may 
be used, but the hypotension which they produce may be 
undesirable. 

Chlorpromazine (R.P. 4560, Largactil) has proved 
useful in facilitating the production of hypothermia by 
surface cooling. This drug depresses both vasoconstric- 
tion and shivering, although its effect on the latter is 
somewhat erratic.’*» © We have used it in combination 
with pethidine and promethazine (Phenergan)—the 
so-called ‘lytic cocktail’ of the French workers. 

A word of warning is necessary concerning the use of 
chlorpromazine, which has been extensively studied by 
Courvoisier and her colleagues and found to have 
a wide range of actions.*® It potentiates the action of the 
barbiturates, severe degrees of postural hypotension may 
occur, and in sufficiently large doses it may reverse the 
vasopressor action of adrenaline and desoxyephedrine 
(Methedrine), although l-nor-adrenaline remains effective 
in counteracting drops in blood pressure. Furthermore, 
it is highly irritant to veins and must be given into a 
drip or well diluted if injected directly. Care should 
be taken in handling the drug, as a dermatitis may 
follow its contact with the skin. 

Cooling may be carried out by means of ice bags, a 
refrigerating blanket ** or immersion ‘of the anaesthetized 
patient in ice water." Of these three methods the 
refrigerating blanket is the most controllable and it can 
be used for rewarming. 
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CLINICAL MATERIAL 


Our experience of generalized hypothermia is limited 

to 50 cases. These are shown in Table I, which also 

TABLE I. DETAILS OF CLINICAL CASES AND METHODS OF COOLING. 
SEE TEXT FOR KEY TO THE LATTER 


Emer- Combined Method of 

Indication for the use No. gency with Cooling 
of Hypothermia of Opera- hypo- 
cases tions tension A B C D 


Operations 
Abdominal 
Thoraco-abdominal 
Neurosurgical 
Genito-urinary 
Thoracic 
Plastic 
Thyroidectomy 
Others 

Therapeutic 


COW 


Total 50 5 6 


includes the methods of inducing hypothermia, which 
were as follows: 

1. A combination of chlorpromazine, promethazine 
and pethidine was given, followed by the application of 
ice bags. This technique has been fuily described else- 
where.'? 


2. As above, except that the ice bags were omitted. 
Only small falls (2-3°C.) in body temperature occurred. 

3. The patients were first anaesthetized and curarized, 
ice bags were applied and peripheral vasodilatation 
obtained by the use of hexamethonium bromide. 

4. This is a modification of A, and has also been 
described elsewhere.*’ The patient is first anaesthetized, 
ice bags applied, and shivering and vasoconstriction 
prevented by chlorpromazine. In some of these cases 
hypothermia has been combined with controlled hypo- 
tension, using Arfonad or hexamethodium. We consider 
that the use of hypothermia greatly increases the safety 
of hypotensive techniques. 


To illustrate the type of patients in whom we have 
employed the technique and to demonstrate the 
procedure, the following case is described in detail. 


Case No. 44. Miss G.A., aged 41. 


Surgical! Diagnosis: Extensive meningioma of the right olfactory 
groove. The tumour extended to the lateral extremity of the 
anterior cranial fossa on the right, posteriorally to the middle 
cranial fossa overlying the front of the sella tursica and over the 
midline to the left. 

Previous Operations: (a) September 1953, right frontal 
craniotomy lasting 5 hours; and (b) October 1953, partial removal 
of the tumour lasting 10 hours. Both these operations were 
abandoned because of uncontrollable haemorrhage. 

Pre-operative Condition. The patient was extremely disorientated, 
her general condition was poor and she was considered to be a 
very poor surgical risk. In view of the extent and extreme 
vascularity of the tumour it was thought desirous to use a combina- 
tion of hypothermia and hypotension at the operation on 15 
February 1954. 

Premedication consisted of the deep intramuscular injection of 
chlorpromazine 50 mg., pethidine 50 mg. and promethazine 25 mg. 
given 14 hours before the induction of anaesthesia. While not 
completely asleep, she was extremely drowsy on arrival in the 
anaesthetic room; particularly noticeable was the peripheral 
vasodilatation that these drugs had produced. 
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Anaesthetic and Production of Hypothermia. Induction was wi. 
thiopentone (100 mg.), the pharynx and larynx was sprayed wi ) 
lignocaine (Xylocaine) 2° and endotracheal intubation carried 01 | 
Maintenance was with nitrous oxide-oxygen-thiopentone, 125 m. 
of the latter being required during the procedure. 

The sequence of events is shown in Fig. 1: 

At A anaesthesia was induced. ’ 

At B 25 mg. chlorpromazine was given intravenously via th 
intravenous drip because of constriction of skin vessels and slow 
rate of cooling. E 

At C the patient was placed on the operating table with a 10-! 
head-up tilt. 
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This was followed by a slight hyperpyrexia (100-101°F.) for 2 days, 


after which it returned to normal. 
There were no post-operative complications that could have been 


attributed either to the prolonged period of hypotension or to the 


hypothermia. 
RESULTS 


All the patients in this series were either very poor risks, 
or else prolonged periods of hypotension were necessary 
to make the surgical procedure feasible. Judged in this 
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Diagrammatic representation of the course of the hypothermia and operation in case 44. For description see 


case report in text 


At D a slow blood-drip was started. 

At E the tumour was completely removed and haemostatis was 
secured. 

At F the table was placed in 10° Trendelenberg position. It was 
desired to raise the blood pressure to near normal before closure of 
the dura and the Arfonad drip had been stopped. 

At G the blood was run in quickly to a total of one pint, only 
about 100 ml. having so far been given. 

The total duration of the anaesthesia was 5} hours, operating 
time being 44 hours. At the 2 previous operations 8 pints of blood 
were transfused, the blood loss on this occasion being less than one 
pint. 

The rectal temperature at the end of the operation was 86°F., 
2 hours later it was 87°F., and it had reached 90°F. in a further 
2 hours. No attempts were made to warm the patient artificially 
and normal temperature was reached within a further 6-8 hours. 


light the results have been most gratifying. In many 
cases the anaesthetic was of long duration (Fig. 2), the 
surgery was extensive, and the condition of the patients 
at the end of the operation was better than would have 
been expected had more orthodox means of anaesthesia 
been employed. There has been no mortality attributable 
to the use of hypothermia since the two cases described 
in a previous paper.'* 


DISCUSSION 


The use of hypothermia is at the moment very much 
in its infancy. Any means of reducing tissue metabolism 
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Fig. 2. Histogram showing duration of operations in 48 cases in 
which hypothermia was ‘used. Shaded area represents cases of 
therapeutic hypothermia. 


and oxygen consumption would seem to offer great 
possibilities in the realms of cardiac and brain surgery. 
However, our experience and that of others has led us to 
believe that, in the present state of our knowledge, it is 
not without danger to lower the body temperature of 
adults below 26-28°C. Further developments of deep 
hypothermia must await the solution of the problems 
which arise from the effect of low temperatures on 
cardiovascular function. 


There appears, however, to be a field for the use of 
mild degrees of hypothermia. It has been shown that 
even at body temperatures of between 28-30°C. the 
oxygen consumption of the anaesthetized patient falls 
to about 50% of normal.'” ** This reduction in meta- 
bolism must be of benefit in the poor-risk patient, where 
extensive surgery is contemplated, or where prolonged 
hypotension is desirable. 

Mild degrees of hypothermia may also be of value 
in post-operative hyperpyrexia, uncontrollable thyro- 
toxicosis or in cerebral oedema. Present experience is 
too limited to draw any definite conclusions as regards 
its therapeutic value, but results have been encouraging. 

The production of hypothermia by surface cooling in 
adults is a procedure which requires close supervision 
of the patient for periods of 1-3 hours. It has many 
potential hazards and should not be undertaken lightly. 
We are of the opinion that generalized hypothermia is 
still in the experimental stage and that its widespread 
use is not yet justified. 


SUMMARY 


The rationale for the use of hypothermia is discussed, 
its history is described and its effects on the body are 
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summarized with special reference to the cardiovascular 
system. 

Methods for its production by surface cooling are 
reviewed. 

Experiences with 50 cases are described and illustrated 
by one case in detail. 

The present position and future of the use of hypo- 
thermia is reviewed. We feel that deep hypothermia, 
while offering great possibilities, cannot yet be safely 
employed. Mild hypothermia is a relatively safe proce- 
dure and is of value in selected cases. 


The chlorpromazine used in the early cases was provided by 
May & Baker, Ltd. 
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Non-specific mesenteric adenitis is so Common a con- 
dition that it is surprising to find standard text-books of 
medicine and surgery disposing of it most briefly: a 
noteworthy exception being that of Ian Aird.’ The 
clinical entity however is well recognized by individual! 
authors who have reported series of cases. 

Most discussions deal mainly with aetiology and 
pathology, but it is proposed to discuss in this paper the 
broad clinical findings as observed in 60 cases, with 
special reference to the most important aspect, namely, 
differentiation from acute appendicitis. In order to 
illustrate certain points, brief case records will be quoted, 
mainly from those cases which underwent operation. 


AGE AND INCIDENCE 


In the first decade of life it is more common than acute 
appendicitis—not a surprising finding in view of the 
well-known proliferative response of bodily lymphoid 
tissue at this period of life. However, the exact incidence 
of the condition which would enable us to draw statistical 
conclusions is difficult to assess, as will be discussed later. 

In the second decade acute appendicitis becomes more 
common, whilst adenitis is distinctly uncommon after 
the age of 20 years, although a case has been seen at 
operation at the age of 35. At this age, however, it is 
so rare that it should not be seriously considered in 
the differential diagnosis of acute appendicitis. 

It must be mentioned here that non-specific mesenteric 
adenitis is not accepted by all as a clinical entity. It is 
claimed ? that enlarged mesenteric glands are invariably 
present in children who have met with accidental death, 
and that such glands if removed at operation frequently 
do not show any evidence of acute inflammation and are 
to be considered normal. This is hardly the experience 
of those surgeons who have operated on any large 
number of cases of acute appendicitis in children, where, 
in contrast to the acutely inflamed appendix found, 
there are no visible or palpable mesenteric glands. 


HISTORY 


Previous Attacks. This point is not very helpful in 
diagnosis, since recurrent abdominal pain in children 
is a very common condition and may be due to innumer- 
able other causes. 


Sore Throat. A history of sore throat may likewise 
precede an attack of acute appendicitis and is therefore 
of little value. Furthermore, this upper respiratory 
infection which is stressed by most authors as commonly 
being present, was present in only 2 of our cases. This 
incidence agrees with that found by Fitzsimmons.* 


Pain: (a) Character. This may vary from an ache or 
discomfort to a colic of extreme severity; Fitzsimmons 
states that in none of his cases was intussusception 
simulated. The following case report illustrates how 
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severe the pain may be and how closely it may simulate 
an intussusception. 


A boy, aged 10 years, was admitted to hospital with a history 
of abdominal pain of 3 hours duration. The pain was situated in 
the upper abdomen and occurred in extremely severe and recurrent 
bouts of colic, each lasting a few minutes. There was no vomiting 
or diarrhoea. The patient had had a similar attack one year 
previously. 

Examination showed marked epigastric and _peri-umbilical 
tenderness, and during the examination he suffered several very 
severe attacks, which were accompanied by drawing-up of the 

nees. 

A definite diagnosis was not made but it was thought that an 
intussusception could not be entirely excluded, and laparotomy 
was carried out. The only positive findings were large glands in 
both the base of the mesentery and in the ilio-caecal region. The 
patient’s post-operative convalescence was uneventful. 


Generally speaking, the pain is not very severe or 
incapacitating, but it does tend to be colicky in nature. 


(b) Distribution. The pain, like that of an acute 
appendicitis, is felt both in the umbilical region and in 
the right iliac fossa. The relationship between recurrent 
central abdominal pain in childhood and mesenteric 
adenitis should be noted. It is suggested that non- 
specific mesenteric adenitis is the cause in a considerable 
number of cases of this type. 

A boy, aged 12 years, was observed in hospital over a period of 
a month, complaining of recurrent peri-umbilical attacks of pain 
accompanied by infrequent vomiting and each lasting approxi- 
mately 15 minutes. 

An intermittent pyrexia up to 100°F was present. Abdominal 
examination showed tenderness in the region of the umbilicus and 
maximal above it. Laboratory investigations revealed: serum 
amylase—70 Somogyi units per 100 c.c.; an eosinophilia 13%, 
falling later to 5°4; and stool examinations showed no parasitic 
infestation. X-ray examination of chest and abdomen showed no 
abnormality. 

The pain later shifted to the right iliac fossa, and it was then 
thought advisable to perform a laparotomy. A normal appendix 
(which did not contain any threadworms) was found, but there 
were numerous large fleshy glands present, mainly towards the 
base of the mesentery. 


The incidence of mesenteric glands in cases of re- 
current abdominal pain in children who have been 
operated upon has been impressive, whereas the appendix 
has appeared singularly normal. 


PHYSICAL EXAMINATION 


Temperature. Gross‘ states that fever is low-grade or 
absent, and Webster * finds the temperature to be only 
slightly elevated and never exceeding 102°F. rectally. 
In the present series the temperature ranged from normal 
to as high as 104°F, with an average of 100°P. 


Tongue. This has been found to be clean in about 
#ths of our cases, only $th showing furring. A similar 
minority show foetor oris. These two factors are of 


some importance in the differential diagnosis of acute 
appendicitis, where both these features are almost the 
rule. 
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Generalized Adenopathy. By this is meant palpable 
cervical, inguinal and possibly axillary glands. It has 
been found in a high proportion of cases of adenitis, but 
since this is also true of most normal children it can be 
discarded as a sign of diagnostic significance. 


Abdominal Tenderness. This has been found to be 
maximal in the right iliac fossa, but it is not infrequently 
present higher up towards the epigastrium, a fact 
presumably related to involvement of the more central 
glands. However, this is also a not uncommon site of 
tenderness in acute appendicitis, being presumably reflex 
in character. As the tenderness in acute appendicitis 
is also maximal in the right iliac fossa, no great help 
can be obtained from its distribution in the differential 
diagnosis of the two conditions, although the higher and 
more medial the tenderness the stronger the likelihood 
of the condition being a mesenteric adenitis. 

The degree of tenderness is considerably less in 
adenitis than in acute appendicitis and the pressure of the 
hand will be tolerated by a child suffering from adenitis 
in a manner not to be found in one with an acutely 
inflamed appendix. The tenderness is also felt more 
deeply in a case of adenitis. In the differentiation of the 
degree and depth of tenderness, however, extreme 
patience and gentleness are required. 

Rebound tenderness has been found to be present in 
about } of the cases of adenitis, probably being due to 
involvement of the overlying mesentery. 

Shifting tenderness is not a sign of any great value, 
being present only very occasionally, and even then it 
can be mimicked by an acute appendicitis. If the 
mesentery is capable of shifting to the left, why not the 
mobile caecum of the child during the stage before the 
appendix is adherent to the neighbouring structures? 
Again with an appendix lying towards the left iliac fossa 
it is possible for the distal end of this organ to come into 
contact with the parietal peritoneum with the change in 
position and thereby cause a change in the site of pain. 

True involuntary rigidity is absent in mesenteric 
adenitis. It can be stated dogmatically that if rigidity 
is present the case can be considered one of acute appen- 
dicitis and operation accordingly advised. 


Palpation of the Glands is the most important single sign 
in mesenteric adenitis, a fact which does not appear to 
have been stressed previously. They have been palpable 
in } of our cases (15), a percentage contrary to the 
opinions of most authors. Aird states that the glands 
are seldom palpable; other writers simply do not 
mention the possibility of palpating the glands at all. 
Weeder ° states that it is sometimes possible to feel the 
enlarged lymph nodes, but gives no further details. 

The method of palpation is important; it consists of 
rolling the glands between the pulps of the fingers and 
the posterior abdominal wall, working from the mid-line 
towards the iliac fossa. The glands are then felt deeply 
as multiple, firm, discrete, mobile swellings, each about 
the size of a grape and slipping from under the fingers. 
Usually 2 to 3 glands are palpable. They are usually most 
easily felt just below and to the right of the umbilicus, 
owing to the fact that those lying at the base of the 
mesentery are larger than the more peripheral ones. 
(This is not in agreement with Klass,’ who states that 
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the main group of glands affected lie in close relation to 
the appendix.) It is very exceptional for the glands to be 
sufficiently large to’ be felt as a definite mass; this has 
been found only in one case: 

A boy, aged 8 years, was admitted to hospital with a history of 
attacks of colicky central abdominal pain recurring at intervals 
for one week. The pain did not radiate. He was nauseous but did 
not vomit. 

Examination showed a temperature of 102°F with abdominal 
tenderness, which was also rebound, present in the right iliac fossa. 
A small firm mass was palpable. Since this was thought to be an 
appendix surrounded by omentum, operation was undertaken. 

The appendix, which was lying retrocaecally, was not inflamed, 
but there were large, hard mesenteric glands especially towards the 
base of the mesentery. They were so large that tuberculosis was 
considered a possibility. However, X-ray examination of the chest 
and abdomen showed no evidence of calcified glands, and Mantoux 
tests, 1 : 10,000, 1 : 1,000 and 1 : 100, were all negative. There 
were no other enlarged glands in the body. It was therefore fair to 
infer that these glands were non-tuberculous, and the diagnosis 
of mesenteric adenitis was considered justifiable. 


Rectal examination does not show any significant 
tenderness, and in no case has it been possible to palpate 
sacral glands. This is at variance with Weeder, who was 
able to elicit tenderness and was also able to palpate 
enlarged nodes. 


COMMENT 


It is not possible to draw any conclusions of statistical 
significance, since the diagnosis cannot be confirmed 
unless the glands are actually palpable or seen at 
operation. 

As regards incidence in the 4-13 age period, it is 
thought to be commoner than acute appendicitis, the 
ratio being 1-6:1. This includes cases of mesenteric 
adenitis which have been diagnosed clinically but not 
proved at operation. While Fitzsimmons agrees that 
mesenteric adenitis is commoner than appendicitis in 
children, Ward-McQuaid § found the ratio in cases which 
were operated upon to be | mesenteric adenitis: 4-8 
acute appendicitis. However, this does not include 
cases clinically diagnosed and treated conservatively. 

It must be mentioned that enlarged mesenteric glands 
have been found in numerous conditions.* Of outstand- 
ing importance is the fact that these glands are seldom 
present in true acute appendicitis, although one does 
occasionally see the double condition. This suggests 
that acute appendicitis and mesenteric adenitis are two 
entirely different conditions requiring different lines of 
treatment. 

A case of intussusception recently operated upon 
showed numerous markedly-enlarged mesenteric glands. 
Lowndes Peple and Gill*® considered this to be an 
aetiological factor in the causation of intussusception; 
they quote a case in which mesenteric adenitis and 
intussusception were both present, and suggest that the 
same aetiological agent which causes the large lymph 
nodes also causes swelling of the lymphoid tissue of 
Peyer’s patches, the latter acting as a foreign body to 
initiate the intussusception. 

It is difficult to accept this suggestion, since mesenteric 
adenitis is very common while intussusception is very 
uncommon. It it were true, it would provide a very 
convenient explanation for the extremely severe colic 
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which one sees from time to time as being presumab), 
due to one or more self-reducing intussusceptions. 


The greatest importance of non-specific mesenteric 
adenitis is: (1) its differentiation from acute appendicitis . 
and (2) its relationship to recurrent abdominal pain in 
children. 

(1) It should be possible to differentiate the two 
conditions in a high proportion of cases (90%). The 
main differential points have already been discussed. 

Briefly, the signs suggesting acute non-specific mesen- 
teric adenitis are a clean tongue, deep tenderness in the 
right iliac fossa radiating towards the umbilicus, th: 
absence of rigidity, and palpable glands. The latter two 
are the most important signs, and indeed it is the absence 
of rigidity which makes it possible for one to palpate 
these deeply-situated glands. 

The error of treating an acute appendicitis conserva- 
tively in the belief that the condition was one of mesen- 
teric adenitis did not occur in this series, although some 
cases that were not suffering from appendicular disease 
underwent operations for appendicitis. 

In those few cases (10%) where the differentiation 
cannot be made, one may follow two lines of treatment: 
either observation or operation. Observation is advised 
by some but it is felt that where there is any strong 
suspicion of acute appendicitis it is safer to operate, 
since a ruptured appendix in a child is a dangerous 
condition. 

The incidence of operation and of ‘sub-acute appendi- 
citis’ will fall as one’s experience of the condition 
increases. 


(2) Over the last 6 months 10 children have been 
operated upon for recurrent pain radiating from the 
umbilicus to the right iliac fossa, in the belief that they 
were suffering from a chronic appendicitis. In 6 of these 
cases enlarged glands were found to be present maximally 
towards the base of the mesentery. In all 10 the appendix 
was macroscopically normal. 


It is felt, therefore, that mesenteric adenitis is 
responsible for a considerable proportion of cases of 
recurrent central abdominal pain in children. Unfor- 
tunately this statement cannot be substantiated, as these 
cases do not come to operation, and unless the giands 
are actually palpable the diagnosis cannot be confirmed. 


PROGNOSIS AND TREATMENT 


There is considerable difference of opinion as to whether 


appendicectomy is advisable or not. For the following 


39TH SOUTH AFRICAN MEDICAL 


The 39th South African Medical Congress was held at Port 
Elizabeth from Monday to Saturday 21-26 June 1954, under the 
patronage of H.E. the Rt. Hon. E. G. Jansen, LL.D., Governor- 
General of the Union of South Africa, and under the presidency of 
Dr. J. P. Collins, President of the Medical Association of South 
Africa. It was attended by 320 medical men and women, accom- 
panied by 280 non-members. 

The Congress headquarters were the Sharley Cribb Nursing 
College, Park Drive, which lent itself admirably to the purposes of 
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reasons it is believed that appendicectomy is un- 
ecessary : 

(1) Mesenteric adenitis is a self-limiting disease. 

(2) Mesenteric adenitis has never been proved to be 
responsible for any mortality nor have any complications 
oeen attributed to it. 

(3) While it is agreed that appendicectomy has a very 
low mortality rate, occasional tragedies may neverthe- 
less from time to time occur. Furthermore there is 
always the possibility of the more remote complications 
of appendicectomy, e.g. obstruction due to adhesions, 
incisional and inguinal herniae, etc., manifesting them- 
selves at a later date. 

(4) There is only very slender evidence to suggest that 
the appendix is the cause of mesenteric adenitis. 

(5) It is maintained by many that appendicectomy 
does not affect the course of the disease. 

It is generally agreed that at least 29°% of patients 
whose appendices have been removed continue to 
experience recurrent pains. This estimate is considered 
to be low, since following the operation both the parent 
and the general practitioner tend to ignore further 
attacks of pain. 

The only treatment that is required for non-specific 
mesenteric adenitis is rest in bed during the more severe 
attacks of pain, which nearly always subside in 24-36 
hours. Appendicectomy is not only unnecessary but 
may actually be harmful. 


SUMMARY 


Non-specific mesenteric adenitis is a very common 
condition. The symptoms and signs are discussed with 
special reference to the differential diagnosis from acute 
appendicitis and to its relationship to recurrent abdo- 
minal pain in children. 

Treatment should be conservative, and unnecessary 
appendicectomy avoided. 
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CONGRESS PORT ELIZABETH, 1954 


the Congress. The Principal (Miss C. S. T. Roux), and her staff 
nd students, spared no pains in co-operating with the Congress 
‘ommittee and in meeting the convenience of Congress members. 
The main assembly place, where tea was served every morning 
nd afternoon, also accommodated the Trades Exhibition—an 
xcellent arrangement which brought members into easy contact 
with stallholders and their exhibits. At the annual congresses the 
exhibitors put themselves to much trouble and expense, and not 
only perform a valuable congress function but are also an impor- 
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Greeting the Minister at the Airport: 
From left to right: Dr. v. Rhijn, Dr. du Pré le Roux, 
Woolff, Dr. Rabie (partly obscured). 


tant factor in the congress finances. This only meets with fitting 
recompense provided the exhibition receives due attention from 
members; and the lay-out on this occasion was most satisfactory 
and pleasant from this point of view. The approach to the assembly 
and exhibition was through an attractive entrance in verdant 
surroundings which afforded convenient facilities for the parking 
of cars. 

The plenary sessions were held in the Leo Baeck Hall close by, 
the sectional meetings in the lecture rooms of the College, and the 
group meetings mostly at the Technical College. The two public 
meetings, viz, the official opening and the popular lecture, were 
both held at night in the City Hall. 

The weather throughout the Congress was excellent, mostly 
bright and still, and Port Elizabeth under winter conditions showed 
itself at its best. 


OPENING MEETING 


The Opening Meeting took place on Monday night in the City 
Hall, when about 500 people were present. 

Dr. E. Colley, President of the Cape Midland Branch of the 
Association, welcomed Congress to Port Elizabeth. 

The Mayor of Port Elizabeth, Councillor C. F. McArthur, 
welcomed the Minister of Health, Dr. A. J. van Rhijn. He said the 
citizens of Port Elizabeth were very pleased to have the Congress 
in their City, and he hoped that all members would enjoy their 
stay. 

Dr. A. W. S. Sichel, Chairman of Federal Council, replied on 
behalf of the Association, and spoke of the progressive policy of the 
City, its great industrial expansion, and the work it had done in the 
field of housing. He referred to the progress that had been made 
since 15 years ago when the last Medical Congress had been held in 
Port Elizabeth. 

Association Medals. The President, Dr. J. P. Collins, then in- 
vested Mr. D. I. Adler, F.R.C.S.E. with the Hamilton-Maynard 
memorial medal for 1953, and Dr. G. G. Airey with the Leipoldt 
memorial medal. The former medal is awarded to the writer of 
the most outstanding article published in the South African 
Medical Journal during the year, and the latter for the best article 
written by a general practitioner. 

Dr. Collins then asked Dr. van Rhijn to deliver the opening 
address. He said that the profession recognized that Dr. van Rhijn 
approached the problems of national health from a background of 
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education and science and not merely as a politician. Their 
problems were more and more being recognized as of fundamental 
national importance. 


THE MINISTER'S ADDRESS 


Dr. van Rhijn said he regarded it as an honour to be asked to 
open the Congress. He spoke of the respect in which doctors were 
held by the community and regretted the tendency in some quarters 
for commercialism to creep into the relation between doctor and 
patient, which was affecting the esteem in which the profession 
was held. He said that only the doctors themselves could check 
this tendency. The doctor was expected to set an example to the 
people around him. It was an easier thing to pass the medical 
examinations than to lead the exemplary life required of a doctor. 

Notwithstanding our healthy climate, the sunshine and the 
vast expanses, tuberculosis was rife, and other scourges; and it was 
the duty not only of the State but of every doctor to fight for a 
sound and healthy people. 

Dr. van Rhijn referred to the Union’s industrial revolution. 
The change from an agricultural population to an industrial one 
had been very fast. The influx into the cities had resulted in a 
housing shortage. Instead of employers providing houses for their 
workpeople, it was left to the State. The low wages in country and 
town could not afford the necessary houses, and anyhow the houses 
were not there. Disease and death results; that is the price that 
has to be paid; go against the laws of nature and you have to pay. 
The Minister said he would do his best to get the houses built. 

The non-Europeans must be helped. In the cities at present they 
assimilate the worst the community has to offer. What responsibi- 
lity is the State to take for their health? Some people say, the whole 
responsibility; they want the socialist on welfare state. Others say 
that everyone must pay for what he gets. The Minister said his 
Department took the middle course. Man-power is necessary for 
the nation, and the State must accept some responsibility. South 
African hospitals were mainly State-supported, and other health 
services were heavily State-aided. But the community must do 
the rest. The Government needs the inspiration that comes from 
enthusiastic volunteers. We know that many hearts beat sympa- 
thetically; witness the funds raised by SANTA. The State pay 
the money but it lacks that something else. It is the duty of doctors 
to help, for the State contributes substantially to the cost of medical 
education, and has the right to expect something in return. 

Money spent on health services was money well spent. It was 
an investment, one that produced its dividends slowly and after 
many years. In the parts of the country formerly infested with 
malaria the State today gets more money from transfer fees than 
it spent on the anti-malarial campaign. Even from the selfish 
point of view it pays to spend money on health services. 

Dr. van Rhijn-spoke of the importance of research. He had just 
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appointed a commission to go into this question—to co-ordina! 
the work of the 9 or 10 participating institutions. South Africa 
work on poliomyelitis was in the first rank of world research, an 
he hoped that soon a cure for this dreadful disease would b 
announced. 

Speaking of the new Medical Act the Minister said he had foun: 
it necessary to ask Parliament to legalize the action of the Medica 
Council in past years in maintaining a specialist register. ‘I am not 
wedded to a specialist register’. he said. But he added that from 
his scientific training he knew we could not go back to the old 
system in which any man could claim to be a specialist on the 
strength of a few months overseas. The doctors must put thei: 
own house in order—it was for them to say, and as Minister o/ 
Health he would certainly listen to what they said. In the pas! 
few doctors had voted in the referenda; he took that to mean 
they were satisfied with the existing position. He hoped this timc 
they would all vote. He wanted the doctors to have concord an 
to pull together as a team, and with the Department, to stand 
behind the Minister. We might then have the best health service in 
the world. 

In declaring the Congress open Dr. van Rhijn expressed his 
best wishes for a successful week—not only for the sake of the 
profession but for that of the nation. 

Dr. van Rhijn was later entertained at luncheon by members of 
the Association, under the chairmanship of Dr. Collins, who in a 
short speech said that the Minister had ‘chided us a little, consoled 
us a little, and encouraged us a little.” Dr. van Rhijn said that, 
while he could not do everything, the profession should know that 
it had a friend in the Minister of Health. As an educationist he 
knew the importance of health. With co-operation much could 
be done. 

Popular Lecture. On Tuesday night the popuiar lecture was 
delivered to a large audience in the City Hall by Dr. H. A. Shapiro. 
who chose for his subject, ‘Lay Propaganda about Disease: a 
New Problem in a Literate Society.” The lecture will be published 
in the Journal. 


SCIENTIFIC SESSIONS 


Two plenary sessions were held, both devoted to one symposium 


on the subject of Rehabilitation. They occupied the whole of 
Tuesday and Thursday mornings from 9 a.m. to 12.30 p.m., 

during which time no other meetings were held. The opening 
address on the subject was delivered by Dr. C. J. Goedvolk, and 
the other speakers on the programme were: Mr. E. R. Savage 
(President of the S.A. Federated Chambers of Industries), Mr. 
W. G. Paterson (Past President of the Associated Chambers of 
Commerce), Dr. A. L. Lomey (Physical Medicine), whose paper 
was read in his absence by Dr. J. A. Tarlie, Dr. M. Feldman 
(Neuro-Psychiatry), and Dr. B. Serebro (Alcoholism in Industry); 
and, on the Thursday, Prof. J. F. Brock (Medicine), Dr. H. J. Hugo 
(The Hospital Point of View), Dr. M. A. Robertson (General 
Practice), Dr. C. W. Wright (Director of Readjustment Services, 
Department of Labour), and Mr. G. T. du Toit (Orthopaedics). 
Other members took part in the discussion. A report of the pro- 
ceedings will be published in the Journal. 

On the subject of Rehabilitation the South African Society of 
Physiotherapists held an exhibition and demonstrations of physical 
treatment of actual cases. Stress was laid on the fact that some 
doctors continue to send cases for treatment to unregistered 
physiotherapists. The only qualifications recognized by the 
Medical Council, besides certain overseas qualifications, are those 
of the University of the Witwatersrand (a 4 years’ B.Sc. course) 
and the Pretoria Hospital (a 3 years’ diploma course). 

An exhibit of work by tuberculosis patients was also displayed, 
by permission of the Secretary for Public Health. 

Sections of Congress. The Congress meetings were divided into 
18 sections, viz.: Anaesthetics, Diseases of the Chest, Dermatology, 
General Practice, Gynaecology and Obstetrics, Hospital Admini- 
stration, Industrial Health, Medicine, Neurology and Psychiatry 
and Neuro-Surgery, Ophthalmology, Orthopaedics, Otorhino- 
laryngology, Paediatrics, Pathology, Public Health, Radiology, 
Surgery, and Urology, 

Forty-four sectional meetings were held, mostly lasting between 
1 and 2 hours, and over 70 papers were there submitted. Eleven 
time-intervals were given to these meetings; on an average, there- 
fore, 4 sessional meetings were in progress simultaneously. On 
several occasions there were 5, and once there were 2 group meetings 
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at the same time. Many of the papers read will be published in 
the Journal. 

Twenty-one groups of the Association held meetings, mostly on 
Friday afternoon, viz. Diseases of the Chest, Dermatology and 
Venereology, District Surgeons, Full-time Hospital and University 
Medical Officers, General Hospital Administrators, General 
Practitioners, Medical Officers of Health, Neurologists and 
Psychiatrists and Neuro-Surgeons, Obstetricians and Gynaecolo- 
gists, Ophthalmologists, Otorhinolaryngologists, Orthopaedic Sur- 
geons, Paediatricians, Pathologists, Physica! Medicine, Physicians, 
Radiologists, Railway Medical Officers, Surgeons, Urologists, and 
Woman Medical Practitioners. 


TRADES EXHIBITION 


The Trades Exhibition was opened by Dr. J. C. Rabie, Chairman 
of the Sharley Cribb Advisory Committee. who congratulated 
and thanked the exhibitors—many of them firms of high renown— 
for the quality and variety of the drugs, equipment, appliances and 
books which they were showing. He referred to the artists who 
designed the display; and he thanked the heads of firms who had 
taken the trouble to be present. He said that the profession, and all 
mankind, were indebted to the pharmaceutical and other industries 
for their scientific work in the production of drugs and equipment— 
not infrequently their invention—and for their diligence in bringing 
their wares to the personal notice of medical practitioners. In 
declaring the exhibition open Dr. Rabie expressed the hope that 
every member would take the opportunity of visiting the stalls and 
discussing the exhibits. 

Mr. A. R. Taylor, Chairman of the Exhibitors’ Committee, in 
reply expressed appreciation, extended a cordial welcome to visitors, 
and thanked the Congress Committee for the facilities afforded. 
He made special mention of the great help Miss Roux had given 
the exhibitors. 

There were 40 exhibitors, viz.: Abbott, African Oxygen, Allen 
and Hanburys, British Chemicals, British Drug Houses, Burroughs 
Wellcome, C.N.A., Ciba, Crookes, Glaxo, Gurr, A. H. Hodges, 
L.C.1., B. Owen Jones, Keatings Pharmacy, Kodak, Lederle, 
Lennon and Parke Davis, Eli Lilly, Optical Instruments, M. and J. 
(Pharmaceuticals), MacDonald Adams, Maybaker, Medical 
Distributors, Petersen, Pfizer, Pharmakers, Professional Pharma- 
ceuticals, Protea Holdings, Reckitt and Colman, Rocke, Safety 
and Medical Equipment, Scherag, Sharp and Dohme, Smith and 
Nephew, S.A. Dental and Surgical, C. F. Thackrays, Vernleigh, 
Westdene, Winthrop. 

The instructive and interesting exhibits were much appreciated 
by members of the Congress, and useful contacts were made. 

The British Medical Association arranged a display of the 14 
journals they publish, and certain other publications. 
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Some of the Trade Exhibitors organized the showing of medical 
cinema films in a session every morning and afternoon, except 
Thursday afternoon, which was left free in the Congress programme 
for sport and relaxation. There were 55 films in this programme. 


Congress Films. Daily programmes of cinema films (29 in all) 
were also provided by the Congress Committee. 


DOCTORS’ HOBBIES 


The Exhibition of Hobbies, Arts and Collections of Doctors and 
their families excited much interest and was greatly appreciated. 
There were 48 exhibits, including paintings, drawings, sculpture, 
needlework, photography, pottery handicrafts, miniature models, 
sports equipment, philately, coins, antiques and curios. They were 
beautifully arranged, the central feature consisting of several 
cabinets of figurines and other compositions in ‘shellcraft’ by Dr. 
Morris Cohen, which made an unusual display of the beautiful 
and the fantastic. 

The exhibition was opened by Dr. M. G. Woolff, who referred 
specially to Dr. W. H. J. Greeff and his helpers, many of them 
doctors’ wives, who organized the display. He referred the thanks 
of Congress to the exhibitors. 


ANTIQUE EXHIBITION AND FAIR 


This novel and beautiful feature was housed in the Port Elizabeth 
Arts Hall. It included furniture, carpets, pictures, glass, china, 
jewellery, silverware and clocks. The hall, with its natural lighting 
from above, lent itself to a most effective arrangement of the 
exhibits. The furniture was grouped as separate tableaux in different 
periods—Old Cape, Early American, Regency, Victorian. The 
exhibition was opened by Dr. L. E. Lane, Vice-President of the 
Congress, who said that most of the exhibits were lent by private 
owners in Port Elizabeth, Addo and environs, though certain 
firms had also contributed. The idea originated with Mrs. Sonja 
Woolff, and Dr. Lane in thanking the organizers and helpers said 
that the Fair was a gesture of goodwill from the public of Port 
Elizabeth to the medical profession. 
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SOCIAL EVENTS 


Mayoral Reception. The Mayor of Port Elizabeth, Councillor 
C. F. McArthur, gave a reception at the Feather Market Hall in 
honour of the Congress, in the form of a cocktail party. It was 
attended by a large concourse of citizens and Congress members. 
The gathering greatly appreciated the speeches made by the Mayor, 
The President of Congress, and the Minister of Health, in lighter 
vein. 

Addo Elephants. An excursion was made by car to the Addo 
Elephant Reserve about 40 miles from Port Elizabeth. It was 
attended by a large party and concluded with a successful braaivieis. 
An excellent near view was obtained of a herd of more than a dozen 
elephants, including several calves. 

Luncheons were held by missionary doctors, by women medical 
practitioners and by Witwatersrand medical graduates. 

The Congress Banquet, held at the Marine Hotel, proved to be a 
successful event. There was a large attendance of doctors and 
some distinguished guests. After dinner Dr. Johnson of Durban, 
was presented by the Chairman, Dr. Collins, with the Campbell-Watt 
trophy, which he had won in the Congress golf competition. 

The Congress Ball, which took place at the King Edward Hotel, 
was as usual a brilliant function. It was organized by Dr. and 
Mrs. M. Goldberg, in co-operation with Mrs. Duncan Ferguson, 
Chairman of the Ladies’ Congress Committee. 

The Congress as a whole was an outstanding success, both on 
the professional and scientific side and on the social side. A number 
of social and sporting clubs, and certain industrial firms, extended 
hospitality to members and their wives. The ladies were well 
provided for. They much appreciated the bouquets with which 
they were greeted on arrival at their hotels—a charming gesture. 
The congratulations and thanks of the Association are due to 
Dr. P. J. Jabkovitz (Chairman), Dr. M. G. Woolff (Hon. Organi- 
zing Secretary), Dr. W. C. Harrington (Hon. Treasurer), Dr. I. 
Gordon (Medical Secretary) ,and to the other members of the 
Organizing Committee (Drs. A. P. Albert, A. J. Biesman-Simons, 
E. Colley, G. Dean, L. E. Lane, J. C. Rabie and A. F. Stewart), as 
well as the members of the Ladies’ Committee and the many other 
workers. 


MEDICAL, DENTAL AND PHARMACY AMENDMENT ACT, 1954 


The text of the Medical, Dental and Pharmacy Amendment Act, 
No. 29 of 1954, was published in the Government Gazette Extra- 
ordinary of 16 June 1954. The new Act amends the principal Act 
(the Medical, Dental and Pharmacy Act, No. 13 of 1928) in respect 
of a number of subjects. 


REGISTRATION OF SPECIALITIES 


The 1954 Act amends the principal Act so as to empower the S.A. 
Medical and Dental Council to register such specialities of medical 
practitioners and dentists as the Council may prescribe. It also 
validates the Council’s action in that respect since 24 June 1938. 

Section 15 (1) of the principal Act as amended by section 4 (1) 
of the 1954 Act is as follows: 

“15. (1) Registers shall be kept in which shall be entered the 
names, addresses, qualifications, dates of first registration thereof, 
and such other particulars, including (in the case of medical prac- 
titioners and dentists) name of speciality, if any, as may be prescribed 
by the council or board relating to— 

(a) medical practitioners 

(6) dentists 

(6) bis and (c) — (A). ........ 

Section 4 (2) of the amending Act enacts that this amendment 
shall be deemed to have been in force as from 24 June 1938. 

Section 11 (1) of the amending Act substitutes the following 
section for section 33 of the principal Act: 

‘33. (1) Every person who desires to register a degree, diploma 
or certificate other than the degree, diploma or certificate in respect 
of which he has in the first instance been registered, or to register a 
speciality, shall, upon payment of the fee prescribed in the Second 
Schedule to this Act and, subject to the provisions of sub-section (2) 
be entitled to have such other degree, diploma or certificate or 
such speciality entered in the register. 


(2) Only such degrees, diplomas, certificates or specialities as 
may be prescribed by rule shall be registrable under this section. 

(3) No registered person shall take, use or publish in any way 
whatsoever any name, title, description or symbol indicating or 
calculated to lead persons to infer that he possesses any professional 
qualification which is not shown in the register in connection with 
his name, nor shall any registered person practise as a specialist or 
hold himself out to be a specialist unless his speciality has been 
registered as prescribed by the council. 

(4) (a) The council or the board may erase from the register 
any degree, dip!oma or certificate registered in terms of sub-section 
(1), if in respect of such degree, diploma or certificate the name of 
the holder thereof has been removed from the roll, register or 
record of the university, hospital, college, society or other body from 
which that person received such degree, diploma or certificate. 

(6) The council may erase from the register any speciality where 
it is satisfied that the person on whose application such speciality 
has been registered has not conformed to the requirements pre- 
scribed by rule in regard to specialities, and shall so erase any 
speciality on the written application of the person on whose 
application such speciality has been registered. 

(c). The provisions of sub-section (3) and (4) of section 17 shall 
mutatis mutandis apply in regard to applications for the restoration 
to the register of any degree, diploma, certificate or speciality, 
which has been erased in terms of paragraph (a) or (5), but no fee 
shall be chargeable in respect of the restoration to the register of 
any degree, diploma or certificate so erased, which is held by a 
chemist and druggist.’ 

Section 11 (2) of the amending Act enacts that this amendment 
shall be deemed to have been in force as from 24 June 1938. 

Section 94 of the principal Act as amended by section 32 (1) of 
the Act of 1954 is as follows: 

“94. (1) 
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(2) The council or board may from time to time make rulc 
“ inconsistent with this Act providing for— 

a) — (q) 

(r) the registration of the specialities of medical practitione:, 
and dentists, the requirements to be satisfied, incuding the experienc. 
to be obtained, the nature and duration of the training to be unde: - 
taken and the degree, diploma or certificate to be held by medica! 
practitioners and dentists before their specialities can be registered, 
the conditions which shall exempt any person from such require- 
ments, experience or training, and the conditions governing the 
practice of medical practitioners and dentists whose specialitics 
have been registered including conditions restricting the practice 
of any such medical practitioner or dentist to the specialities 
registered in his name.’ 

Section 32 (2) of the amending Act enacts that this amendment 
shall be deemed to have been in force as from 24 June 1938. 


MEDICAL FEES 


Section 80 of the principal Act (1) made it an offence under the 
Act for a medical practitioner or any other person registered unde: 
the Act to make ‘excessive or extortionate’ charges; (2) unless the 
circumstances made it impossible, he was required to state his fee 
before rendering any service (a) when so requested or (6) when the 
fee exceeded that usually charged for the service; (3) whenever 
claiming payment he was to furnish a detailed account; and (4) 
if he contravened this section he was to be deemed to be guilty of 
improper or disgraceful conduct within the meaning of Chapter IV 
of the Act, and it was the duty of the Medical and Dental Council 
(or Pharmacy Board) to deal with ‘such conduct’ under that 
Chapter. 

Section 26 of the amending Act repeals the foregoing section 80 
and replaces it by a new section 80 concerning excessive charges 
which is applicable only to chemists and druggists. 

Section 27 of the amending Act inserts in the principal Act the 
following new section 80 bis. 

“80 bis. (1) Every person registered under this Act (in this section 
referred to as the practitioner) except a chemist and druggist shall, 
unless the circumstances render it impossible for him to do so, 
before rendering any professional services inform the person to 
whom the services are to be rendered or any person responsible 
for the maintenance of such person, of the fee which he intends to 
charge for such services— 

(a) when so requested by the person concerned; or 

(b) when such fee exceeds that usually charged for such services, 
and shall in a case to which paragraph (6) relates, also inform the 
person concerned of the usual fee. 

(2) Any practitioner who in respect of any professional services 
rendered by him claims payment from any person (in this section 
referred to as the patient) shall, within fourteen days after receipt 
of a request in writing to that effect provide the patient with a 
detailed account and such further information relating to the 
amount claimed as the patient may require. 

(3) The patient may within fourteen days after receipt of the 
detailed account and further information, if any, referred to in 
sub-section (2), in writing inform the practitioner that in his 
opinion the amount claimed is unreasonable and set out the 
grounds on which such opinion is based and shall at the same time 
transmit to the council particulars of the claim and of the said 
grounds. 

(4) The practitioner may within fourteen days after receipt of 
the grounds referred to in sub-section (3), submit to the patient an 
amended claim in substitution for his original claim and shall if he 
so submits an amended claim transmit to the council a copy 
thereof. 

(5) If no reply is received by the patient from the practitioner 
and no amended claim is submitted, or if an amended claim is 
submitted and the patient considers such amended claim also to be 
unreasonable, the patient may, within fourteen days after the 
expiration of the period referred to in sub-section (4) or after 
receipt of the amended claim, apply to the council for a determi- 

nation of the maximum amount which the practitioner should have 
claimed from the patient in respect of the services rendered. 

(6) An application under sub-section (5) shall be accompanied 
(a) an affidavit setting forth fully— 

(i) the grounds upon which the patient’s opinion that the amount 
claimed is unreasonable, is based; and 
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ii) such facts relating to the amount claimed as the patient may 
wish to bring to the notice of the council; and 
5) a determination fee of five per cent. of the amount claimed. 

(7) The patient shall on the date upon which he transmits to 
he council an application under sub-section (5), transmit by 
registered post to the practitioner a copy of the affidavit referred 
‘o in paragraph (a) of sub-section (6), and the practitioner shall 
within fourteen days after receipt thereof submit to the council an 
affidavit setting forth fully— 

(a) any ~~ armen he may wish to submit in support of his 
claim; an 

(6) such facts relating to the amount claimed as he may wish to 
bring to the notice of the council. 

(8) Upon receipt of an application under sub-section (5), 
the council shall appoint not less than two and not more than five 
of its members as assessors who shall determine the maximum 
amount which in their opinion the practitioner should have 
claimed from the patient in respect of the services rendered. 

(9) The assessors shall for the purpose of making a determina- 
tion under sub section (8), afford both the practitioner and the 
patient an opportunity of submitting by affidavit such represen- 
tations, in addition to any representations submitted under 
sub-section (6) or (7), as they may wish to put forward for con- 
sideration by the assessors. 

(10) Any determination made under sub-section (8) shall be 
communicated by registered post to the practitioner and the 
patient and shall, subject to the provisions of sub-section (11) and 
(12), be final and binding on them. 

(11) Any practitioner or patient who considers himself aggrieved 
by a determination under sub-section (8) may, within thirty days 
after the date thereof and upon payment to the council of a review 
fee of 5% of the amount determined under that sub-section, apply 
to the council for a review of the determination. 

(12) Upon receipt of an application under sub-section (11), the 
council or, if the amount claimed is less than one hundred pounds, 
its executive committee, shall review the determination of the 
assessors and may confirm that determination or set it aside 
and determine anew the maximum amount which the practitioner 
should have claimed from the patient in respect of the services 
rendered. 

(13) The provisions of sub-sections (9) and (10) shall apply 
mutatis mutandis in respect of a determination on review under 
sub-section (12). 

(14) If the amount determined under sub-section (8) is less than 
ninety per cent. of the amount claimed, and is not on review under 
sub-section (12) increased to ninety per cent. or more of the amount 
claimed, the patient may recover from the practitioner an amount 
equal to the determination fee. 

(15) If the amount determined on review under sub-section (12)— 
(a) is less than ninety per cent. of the amount claimed and less 
than the amount previously determined under sub-section (8), the 
patient may, where application for review was made by him, 
recover from the practitioner an amount equal to the review fee; 
(b) is ninety per cent. or more of the amount claimed, and exceeds 
the amount previously determined under sub-section (8), the 
practitioner may, if the application for review was made by him, 
recover from the patient an amount equal to the review fee. 

(16) Pending the result of an application for a determination 
under sub-section (5) or the review of a determination under sub- 
section (12), no proceedings shall be instituted by a practitioner 
for the recovery from a patient of any amount involved in such 
application. 

(17) Where the amount which should have been claimed by a 
practitioner in respect of any professional services rendered by him 
has been determined under this section, that practitioner shall 
not be entitled to recover from the patient concerned in respect of 
these services an amount exceeding the amount determined. 

(18) This section shall not be deemed to divest the council of any 
of its powers of functions under Chapter IV in relation to acts or 
omissions of which it may take cognizance.” 


REGISTRATION OF HOLDERS OF MEDICAL QUALIFICATIONS GRANTED 
OUTSIDE THE UNION 


Section 6 of the 1954 Act amends section 22 of the principal Act 
(which prescribes the degrees etc. that entitle to registration as a 
legally qualified medical practitioner) so that the following para- 
graph is inserted in section 22 (1): 
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“(b) on the recommendation of the council it may be provided, 
in relation to any degree, diploma or certificate of a university, 
medical school or other examining authority outside the Union, 
that registration under this Act shall be limited to a particular 
category of holders of such degree, diploma or certificate or to a 
specified number of holders of that category and that the particular 
holders to be registered shall be selected in accordance with a 
specified procedure ;” 

Section 7 of the 1954 Act amends section 24 of the principal Act 
(which bears the heading ‘Procedure when making Application for 
yaad by adding the following proviso at the end of section 

4 (3): 

‘Provided further that if an applicant for registration as a medical 
practitioner or dentist satisfies the registrar that he has come or 
intends to come to the Union at the request of a medical prac- 
titioner or a dentist who is registered under this Act, for the purpose 
of examining or treating an individual patient, and that he intends 
to return to the country of his domicile as soon as he has so 
examined or treated such patient, the registrar may, if the applicant 
is otherwise entitled to registration, register him as a medical 
practitioner or dentist, as the case may be, notwithstanding the 
fact that he is not domiciled in the Union, and such registration 
shall be effective for a period not exceeding thirty days.’; and by 
inserting a new sub-section 3 bis as follows: 

. ‘(3)dis. A person registered under the last proviso to sub-section 
(3)— 
(a) shall not examine or treat any patient other than the particular 
patient in connection with whose examination or treatment he has 
been so registered and such other patients as he may specifically be 
authorized by the council to examine or treat; and 
(b) shall not be liable for the payment of any annual fee prescribed 
by the council by virtue of authority conferred upon it under sub- 
section (2) of section 95.” 


REGISTERED PERSONS MENTALLY OR PHYSICALLY DISABLED OR UNFIT 
TO DEAL WITH HABIT-FORMING DRUGS 


Section 81 of the principal Act provides for the suspension from 
practice of medical practitioners and other registered persons 
found to be mentally or physically disabled. Section 28 of the 
amending Act substitutes for this section a new section 81, which 
makes new provision for carrying this out, and makes new enact- 
ments concerning registered persons who are found to be unfit to 
deal with habit-forming drugs. 

The newly enacted section 81 of the principal Act is as follows: 

“81 (1) Whenever it appears to the council or the board from 
information on oath, that a person registered under this Act 
(a) has become mentally or physically disabled to such an extent 
that it would be contrary to the public welfare to allow him to 
continue to practise; 

(b} has become unfit to purchase, acquire, keep, use, prescribe, 
order, supply or possess any habit-forming drug; 

(c) has been using a habit-forming drug for other than medicinal 
Purposes; or 

(d) has become addicted to the use of habit-forming drugs, 

it may, if it deems fit, hold an enquiry mutatis mutandis in 
accordance with the provisions of section 42 in respect of such 
person. 

(2) If the council or the board, after holding an enquiry under 
sub-section (1), finds that any of the provisions of paragraph (a), 
(6), (c) or (d) of the said sub-section apply to the person in respect 
of whom the enquiry was held, it may, by order— 

(a) - the case ofa person to whom the provisions of paragraph (a) 
apply— 
(i) suspend such person for a specified period from practising or 
performing any acts specially pertaining to his profession or calling; 
or 
(ii) impose such conditions as it deems fit, subject to which such 
person shall be entitled to carry on his profession or calling; or 
(6) in the case of a person to whom any of the provisions of para- 
graph (5), (c) or (d) apply— 
(i) impose upon such person any of the penalties prescribed by 
sub-section (1) of section 42; 
(ii) prohibit such person for a specified period from purchasing, 
acquiring, keeping, using, prescribing, ordering, supplying or 
possessing any habit-forming drug; or 
(iii) impose for a specified period such conditions as it deems fit 
subject to which such person shall be entitled to purchase, acquire, 
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keep, use, prescribe, order, supply or possess any habit-forming 
drug. 


(3) The council or the board may extend for any period deter- 
mined by it, the period of operation of, withdraw, or in any other 
manner amend any order made under sub-section (2). 

(4) The provisions of section 43 shall apply in respect of any 
person who has been suspended in pursuance of any provision of 
sub-section (2). 

(5) Any person registered under this Act who contravenes or 
fails to comply with any order made under sub-section (2) shall be 
guilty of an offence.’ 


POTENTIALLY HARMFUL DRUGS 


The principal Act contains provisions for the control of poisons 
and habit-forming drugs. The 1954 Act adds to the principal Act 
provisions for the control of another class of drugs called ‘poten- 
tially harmful drugs’. 

Section 18 of the 1954 Act inserts a section 61 bis into the 
principal Act, as follows: : 

“61bis. (1) The substances specified in the Sixth Schedule to this 
Act shall be deemed to be potentially harmful drugs. : 

(2) The Governor-General may, upon a recommendation 
submitted to him by the Minister in pursuance of a resolution 
passed by the council and concurred in by the board, or a resolution 
passed by the board and concurred in by the council, by pro- 
clamation in the Gazette amend the said Schedule by the inclusion 
therein or the deletion therefrom of any substance, or in any other 
manner, as may be specified in such resolution.’ 

This schedule of potentially harmful drugs (Sixth Schedule) 
contains the following items: 

Acetylcholine, acetyl-beta-methylcholine, Allylisopropy! acetylurea, 
amidopyrine, antibiotics, antihistamine substances (antazoline, 
chlorcyclizine, diphenhydramine, 3-di-n-butylaminomethyl-4:5 :6- 
trihydroxyphthalide, phenindamine, promethazine, tetrasubstituted 
N-derivatives of etylenediamine or propylenediamine), barbituric 
acid, beta-amino-propylbenzene, alpha-methyl-phenethylamine, 
2-benzyliminazoline hydrochloride, carbaminoylcholine, carbamyl- 
choline, dicoumarol and ethyl biscoumacetate, di-isopropyl 
fluorphosphonate, dinitro-cresols, -phenols, -naphthols and 
-thymols, gallamine triethiodide, hormones, nitrophenols, oestro- 
genic substances, oxycinchoninic acid, thiosemicarbazone, para- 
aminobenzenesulphonamide, para-aminosalicylic acid, paralde- 
hyde, phenothiazine, phenylbutazone, phenylcinchoninic acid, 
phenyltoin, polymethylenebistrimethylammonium salts, salicylcin- 
choninic acid, sulphonal, alkylsulphonals, tetra-ethyl-thiuram- 
disulphide, tridione, urethanes, ureides, vitamins B,, B,,, D, and E. 

(N.B.—In respect of certain drugs in the list more precise 
descriptions are given; salts, derivatives, preparations and mixtures 
are mentioned; and certain preparations are exempted.) ae 

Section 20 of the 1954 Act inserts a section 65 bis into the princi- 
pal Act, as follows: 

‘65bis. (1) Subject to the provisions of sub-sections (4) and (5), 
no person shall sell or supply any potentially harmful! drug unless— 
(a) the container in which the drug is contained on delivery to the 
purchaser or recipient, is conspicuously labelled with the name and 
address of the person by whom or on whose behalf the sale or 
supply is effected; 

(b) in the case of a drug intended for external use, the container 
in which the drug is contained on delivery to the purchaser or 
recipient, is distinguishable by touch from other similar containers 
and is labelled with the words “For External Use Only—Alleen vir 
Uitwendige Gebruik”, 
(c) a prescription written and signed by a medical practitioner, 
dentist or authorized veterinarian is produced by or on behalf of 
the purchaser or recipient setting forth clearly— 

(i) the date of issue of the prescription; 

(ii) the name and address of the patient or, in the case of a pre- 
scription given by an authorized veterinarian, the name and 
address of the person to whom the drug is to be delivered; 
(iii) the name and quantity of the drug to be supplied, the number 
of times and the intervals at which the prescription may be dis- 
pensed and, except in the case of a preparation intended for external 
use, the amount and frequency of each dose to be taken; and 
(iv) the usual signature, address and professional qualifications of 
the person who issued the prescription; , 
(d) in the case of a drug prescribed by a dentist or an authorized 
veterinarian, the prescription produced in terms of paragraph (c) 
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bears as a heading the words “For Dental Treatment Only-- 
Alleen vir Tandheelkundige Behandeling” or “For Veterinay 
Purposes Only—Alleen vir Veeartsenykundige Doeleindes’’, 

the case may be; 

(e) the name and address of the seller or supplier and the date of 
supply is indelibly endorsed by the seller or supplier upon the 
prescription produced in terms of paragraph (c), whenever it is 
dispensed. 

(2) The seller or supplier of any medicine dispensed in accor- 
dance with a prescription referred to in sub-section (1), shall enter 
in the prescription book referred to in section 56 all such particulars 
as are in terms of paragraph (c), (d) or (e) of sub-section (/) 
required to be set forth in the prescription. 

(3) Any person by whom a prescription referred to in sub- 
section (1) is dispensed for the last time according to the particulars 
to be set forth therein in terms of sub-paragraph (iii) of paragraph 
(c) of sub-section (1), shall retain such prescription for a period 
of not less than three years as from the date on which it is so dis- 
pensed for the last time. 

(4) The provisions of paragraphs (c), (d) and (e) of sub-section 
(1) shall not apply in respect of the sale or supply of any potentially 
harmful drug— 
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(a) to a medical practitioner, dentist, authorized veterinarian or 
chemist and druggist; or 

5) to any person who carries on by wholesale the business of a 
chemist and druggist outside the Union; or 

‘c) toaresponsible medical officer of a hospital or other institution 
used solely for the reception of sick persons, on behalf of such 
hospital or other institution. 

(5) Any potentially harmful drug may in the case of an emer- 
gency, be sold or supplied to any person on the verbal instructions 
of a medical practitioner, dentist or authorized veterinarian given 
direct to a seller or supplier to whom the medical practitioner, 
dentist or authorized veterinarian concerned is personally known. 

(6) A medical practitioner, dentist or authorized veterinarian who 
has given verbal instructions for the sale or supply of potentially 
harmful drugs as provided in sub-section (5), shall within twenty- 
four hours after giving such instructions furnish to the seller or 
supplier concerned a prescription conforming in all respects to the 
relevant requirements of sub-section (1) confirming such instruc- 
tions.” 

CHEMISTS AND DRUGGISTS 


The 1954 Act also introduces into the principal Act new provisions 
concerning the training and registration of chemists and druggists. 


NEW PROFESSOR OF PHYSIOLOGY, 
UNIVERSITY OF CAPE TOWN 


The Counci! of the University of Cape Town has appointed Dr. 
Archibald Walker Sloan, Senior Lecturer in Physiology of Glasgow 
University, to the Chair of Physiology in the Medical School 
vacated last year by Prof. J. T. 
Irving. 

Dr. Sloan, who is 37 years 
old, was born in Glasgow in 
1917 and is a graduate of that 
University. He received the 
B. Sc. degree (pure science) in 
1937 having majored in physi- 
ology, after which he proceeded 
to M.B. Ch.B. (1940), gaining 
distinction in 4 professional 
examinations. He is a Fellow of 
the Royal Faculty of Physicians 
and Surgeons of Glasgow, and a 
Member of the Royal College of 
Physicians of England. 

After holding appointments as 
house physician and house 
surgeon at the Royal Infirmary, 
Glasgow, Dr. Sloan entered the 
Royal Army Medical Corps in 1941fand saw service in North 
Africa, Italy and Austria for 2} years as an anaesthetist. In 1948 
he was appointed Lecturer in Physiology at Glasgow University 
and in 1951 he became Senior Lecturer. 

Dr. Sloan’s work has been connected mainly with the clinical 
interpretation of the action of the human heart and he is an expert 
in electrophonocardiography. Papers by him dealing with various 
aspects of blood—platelets and haemoglobin—have also been 
published. 

It is expected that Dr. Sloan will assume duties in Cape Town 
early next year. 


DR. SLOAN 


PASSING EVENTS : 


Dr. C. A. R. Schulenburg, M.D., M.Ch., F.R.C.S. (Eng.), of 50, 
van Riebeeck Medical Buildings, Schoeman Street, Pretoria, has 
returned from a visit to the Lahey and other surgical clinics in 
Boston, Mass., U.S.A 


ABSTRACT : UITTREKSEL 


Perlstein, M. A. (1953): Prenderol: A new drug used i. retarders 
in Petit Mal Epilepsy Neurology, U.S.A., 3, 744-75 

Prenderol (2, 2-diethyl-1, 3- propanediol), a ben. = non-toxic 
drug, has been effective in the control of petit mal, especially the 
idiopathic form. The dose employed in this series ranged from 
0-5 to 2-5 g. 4 times a day. In the case of children the average dose 
was 1-0 g. 4 times a day. It was found that a retarding agent was 
necessary to enhance the pharmacologic effect of Prenderol. For 
this purpose whipping cream was generally used, 4-1 oz. of a 32% 
fat cream being given with each dose of Prenderol. When whipping 
cream was not available or was rejected by the patient, olive oil, 
corn oil, cod liver oil, butter, ice cream, or (where a non-caloric 
retarder was indicated) polyvinylpyrrolidone powder was employed 
instead. Thirty-three patients with varied neurologic conditions 
were studied to evaluate the relaxing, tension-relieving effects of 
Prenderol. In addition, 70 patients with seizures of various types 
were studied in order to evaluate its anti-epileptic properties 
(18 had 2 types of seizures so that the effect of Prenderol was 
observed in 88 instances of seizure, of which 48 were grand mal 
and 22 petit mal, the remaining 18 being myoclonic, focal or 
psychomotor). The age range of patients was from 2 to 42 years; 
average about 10 years. Age, sex and race (there were 22 negroes 
and 81 whites in the series) did not seem to affect the response to 
the drug. In the group of 33 non-seizure patients only 4 showed 
any benefit; each of the 4 was an athetoid cerebral palsied patient. 
Of the 88 seizures, 34 were benefited by the use of Prenderol, 
9 became worse, and there was no particular effect in the other 45. 
Thirty of the 34 instances of benefit were found in the 48 petit mal 
cases. In 22 cases the benefit was considered to be a ‘marked’ 
improvement, with over 90% reduction in spells; in the other 8, 
the improvement was partial, with 50° to 90°% reduction in spelis. 
Two of the 8 myoclonic cases in the series showed marked improve- 
ment. (The term ‘myoclonic spell’ refers to momentary, rapid 
jerky flexor movements of the arms, and often the head.) The 
greater effectiveness of Prenderol in idiopathic, as contrasted to 
organic, petit mal is shown by the fact that 18 of the 28 patients 
in the idiopathic seizure groups and only four of the 20 in the 
organic seizure groups were benefited. Prenderol may well be 
selected as the initial trial drug to use in control of petit mal. While 
Tridione is somewhat more potent it is also more toxic. In grand 
mal Prenderol seems somewhat more likely to aggravate than to 
benefit the condition. 


IN DIE VERBYGAAN 


The Cape Peninsula Welfare Organization for the Aged has appointed 
a Sub-Committee to explore the need for club Lv -» for 
elderly men and women in the Cape Peninsula, and to take 
steps to pr ovide facilities where none exist. 
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Dr. T. Schrire, of 1, Hof Street, Gardens, Cape Town, has returned 
from a visit overseas. 
* * 

Next Meeting of Federal Council. For the information of those 
members who will shortly be elected to the new Federal Council, 
notice is hereby given that the next meeting of the Council will be 
held in Pretoria from 28 to 30 October 1954. The Executive 
Committee and Central Committee for Contract Practice will meet 
in the same city on the day preceding the opening of the Council 
meeting. 

* * * 


Union Department of Health Bulletin. Report for the 7 days ended 
24 June, 1954: 
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Plague. Cape Province. No further cases have been reported 
from the Williston district since the notification of 25 May, 1954. 
This area is now regarded as free from infection. 

Smallpox. Cape Province. One (1) fatal Native case (imported) 
at Mafeking. 

Typhus Fever. Nil. 

Epidemic Diseases in other Countries. 

Plague. Nil. 

Cholera in Chaina, Chittagong, Dacca (Pakistan); Calcutta (India). 
Smallpox in Karachi (Pakistan); Bombay, Calcutta, Cochin, 
Delhi, Jodhpur, Madras (India); Hanoi, Hué, Saigon-Cholon 
(Viet-Nam). 

Typhus Fever in Cairo (Egypt.) 


IN MEMORIAM 


WILLIAM OSWALD RUBIDGE, M.B., B.S. (DURH) 


We record with regret the death of Dr. W. O. Rubidge at his home 
at Springs, Transvaal, on 11 June 1954. 

William Oswald Rubidge 

} was born in 


1901 in the 
Eastern Province of 1820- 
Settler stock. He graduated 
in medicine at the University 
of Durham in 1923, and after 
a spell at Kimberley settled in 
Springs in 1927, taking over 
the practice held by Professor 
James Black, now of 
Johannesburg. 

In the 27 years that Dr. 
Rubidge was in practice at 
Springs, he endeared himself 
to all sections of the commu- 
nity by his unselfish devotion 
to duty, and his readiness to 
help people in distress. 

His own health, caused 
grave concern last year, and 
on advice he proceeded to 
England, where he underwent treatment in the Middlesex Hospital, 
London. However, it was evident on his return to Springs that no 
cure had been effected, and within a few months he became in- 
capable of active practice. After a few weeks of patient suffering 
he died on 11 June. He is survived by his widow and two daughters. 

Dr. P. H. Marks of Springs writes: As a colleague Bill was ever 
ready to assist and advise, and those of us who knew him well! and 
worked with him appreciated his sense of humour, which was 
present even in the time of deepest anxiety. His life was a completely 
unselfish one, spent entirely in the serivce of others, and neither 
race, creed or colour played any part in his life. 

He achieved fame as a good surgeon, but being of a modest 
disposition he always remained unassuming and humble and those 
qualities endeared him to all who were honoured to know him. 
His final gesture was to direct that on his death donations in lieu of 
flowers, should be sent to the local Red Cross Society for the Old 
Age House in process of erection. 

The following prayer was found among Dr. Rubidge’s private 
papers, and I can vouch that his whole life was moulded on it: 


THE LATE DR. W. O. RUBIDGE 


Prayer of the Physician 


O God, I pray that I may have absolute intellectual honesty; let 
others fumble, shuffle and evade, but let me, the Physician, cleave 
to the clean truth; assume no knowledge I have not, and claim no 
skill I do not possess. Cleanse me from all credulities, all fatuous 
enthusiasms, all stubbornness, vanities, egotism, prejudices, and 
whatever else may clog the sound processes of my mind—those be 
dirt; make my personality as aseptic as my instruments. Give me 
heart, but let my feeling be such as shall cover over me as an invest- 
ment of power, to make my thoughts clear and cold as stars, and my 
hand skilful, strong as steel. Deliver me from professionalism, so 
that I may be always human, and thus minister to sickly minds as 


well as to ailing bodies. Give me the joy of healing. I know how 
far short I am of being a good man, but make me a good doctor. 
Give me courage, but hold me back from over-confidence. Let 
me so discharge the duties of my office that I shall not be ashamed 
to look man or woman in the face, so that when, at death, I lay 
down my task, I shall go to what judgment awaits me, strong in the 
consciousness that I have done something towards alleviating the 
incurable tragedy of Life. Amen. 


ERNEST HILL, L.R.C.P., L.R.C.S. (ED.), L.R.F.P.S. (GLAS.) 


We regret to announce the death of Dr. Ernest Hill, of Ceres, 
which took place in Cape Town on 16 June in his 81st year after 
a short illness. 

Mr. W. H. R. Hill (son of 
the late Dr. Hill) writes as 
follows: My late father was 
born in Ireland at Cork, one 
of the large family of the late 
William Henry Hill, a noted 
architect of that city. He 
studied at Queen's College, 
Cork, and in Edinburgh, 
qualifying in 1899. He had 
intended to specialize in eye 
work but cut his course short 
in order to come to South 
Africa as a surgeon in the 
Boer War. After the war, he 
married and returned to South 
Africa, where he joined the 
late Dr. de Vos Hugo in 
Worcester. After some years 
there he set up in practice in 
Cathcart in the Eastern Pro- 
vince where he was a contemporary of Dr. A. Stewart, a life-long 
friend, who later practised in Port Elizabeth as an eye specialist. 

Dr. Hill went to Ceres in 1912, still in general practice, and 
took over from the late Dr. Reinecke. Until his retirement, he 
was Medical Officer of Health in Ceres, Railway Medical Officer 
of the rail section to Wolseley—where he had a considerable 
practice until a doctor settled there—and District Surgeon of 
Ceres. He remained on in Ceres after his wife’s death 7 years 
ago and his retirement a year later. 

He had known the pioneering days of medicine in South Africa 
and, for years, did a considerable part of his practice on horse- 
back. In his Cathcart days the doctor’s ‘little black bag’ were 
his saddlebags. It was not until the First World War that he 
joined the ranks of medical car-owners but, after that, and until 
a few months before his death in the Volkshospitaal, Cape Town, 
he drove himself everywhere. Just before his 80th birthday in 
January of this year, he had driven himself to Cape Town and 
back. 


My father had a rich store of medical reminiscences, but un- 
fortunately never committed any of them to paper. 


Tue Late Dr. HILL 


| 
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ENLARGEMENT — 


= Which course wi'! your patient’s ULCER take? 


om! Properly charted and steered with watchful discipline, the course of treatment 
A venronation — of peptic ulcer will, in most cases, run safely and terminate successfully. The 
important role played by aluminium hydroxide in reducing alike the hazards to 
the patient and the length of the voyage is no longer in question. 
Now, with the introduction of Gelusil*, the physician has the means of freeing 
from certain pitfalls the treatment of his peptic ulcer cases. Gelusil is practically 
non-constipating, protects against loss of calcium and phosphorus, and produces 
no alkalosis; the antacid action of Gelusil is both prompt and prolonged and 
the gels in Gelusil form a mucilaginous protective coating over the ulcer crater. 


Gelusil assures rapid, prolonged symptomatic relief in the treatment of gastric 
hyperacidity and peptic ulcer. 


GELUSIL...... 


In bottles of 50 and 100 tablets. 
WM. R. WARNER & COMPANY (PTY) LTD., 6-10, Searle Street, Capetown. 


Yr 
° 
for chilblains x 


Pernivit has proved to be remarkably effective both in 


treatment and in the subsequent prevention of chilblains. 


(js 


It utilises the vasodilator properties of nicotinic acid 


and the effect of vitamin K in maintaining normal blood 
coagulability and vascular permeability. 


| id 


Irritation and inflammation are quickly relieved. 


Dosage is from two to six tablets daily according to the 
= severity of the case. 


/ 


—= Pernivit is available in bottles of 50 and 500 tablets. 
WY), FEZ Z Literature is available to members of the 
Medical Profession on request. 


BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 


123 JEPPE STREET, JOHANNESBURG 
LONDON - TORONTO - SYDNEY - BOMBAY - AUCKLAND 


Prvt./SAF/S44 
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Sr 
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The calming, relaxing and moderate hypotensive effect 
of Rauwiloid (a standardized alkaloidal extract from 
Rauwolfia serpentina), when combined with the more 
powerful hypotensive influence of Veriloid (a stan- 
dardized alkaloidal extract from Veratrum viride), leads 
to a unique type of drug complementation. The patient’s 
Veriloid requirement is decreased, side effects, if present, 
disappear, and a striking hypotensive response is pro- 
duced. Not only are the diastolic and systolic pressures 
lowered significantly, but at the same time, the patient 
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A Striking Example of 


Drug Complementation... 


with fewer side effects 


Rauwiloid + Veriloid 


In Mild and Moderate Hypertension 
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feels better, headache and dizziness disappear, and 
tachycardia, when present, is replaced by mild 
bradycardia. 

On the basis of this apparent synergism, Rauwiloid + 
Veriloid leads to excellent results in moderate, severe, 
and resistant hypertension. Each tablet contains 1 mg. 
of Rauwiloid and 3 mg. of Veriloid. Average dose, one 
tablet three or four times daily, ideally after meals, at 
intervals of not less than four hours. Available in bottles 
of 50. 


Rauwiloid alone 


As shown in a recent study, Rauwiloid administered 
alone produces excellent results in early, mild, or labile 
hypertension. In this condition, the blood pressure is 


significantly reduced, a sense of well-being is quickly 
engendered, 
tachycardia. 


and mild bradycardia- soon replaces 
Toxic reactions do not occur, even when 


the amount of drug administered is three or four times 
the usual dose. Side actions are surprisingly rare. 
Thus Rauwiloid becomes the medication of choice in 
uncomplicated mild and moderate hypertension. Initial 
dose, 4 mg. (2 tablets) once daily; maintenance dose, 
2 mg. daily. Supplied in bottles of 50 tablets, over 3 
weeks’ supply. 


Rauwiloid, an original Riker development, represents the alseroxylon alkaloidal 


fraction of Rauwolfia serpentina. 


Each batch is tested in dogs for its ability to 
produce sedation, drop in blood pressure, and bradycardia. th 


ence pharmacologic 


uniformity is assured. 


RIKER LABORATORIES AFRICA (PTY) LTD. 


LOS ANGELES 


P.O. BOX 1355, PORT ELIZABETH 
TORONTO 


LOUGHBOROUGH 
3242-2 
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NEW PREPARATIONS AND APPLIANCIs 


NEW MODEL OPERATION TABLE 


Allen and Hanburys Limited are exhibiting a new (Model ‘J ) 
Operation Table at the Medical Exhibition at the Annual Confer- 
ence of the British Medical Association in Glasgow from 5-9 Jul: 
1954. They write as follows: 

The Model ‘J’ Operation Table is a completely new and advance 
design in which all major adjustments are controlled from the 
head-end of the Table. This enables any adjustment of position o! 
the Table to be made without interruption of the surgical team 
The adoption of head-end control has been achieved without any 
sacrifice of rigidity, the Table being completely rigid in any of i\s 
versatile range of positions and ensures ideal operation conditions. 
The following are details of its range of movement: 


29 inches 
43 inches 
45° 
30° 
30° 


Minimum height 
Maximum height 
Maximum Trendelenburg 
Reverse Trendelenburg 
Lateral Tilt, Left and Right 


BACK ELEVATOR 
CONTACA TRENDEL ENBURC 
CONTROL 

FOLDED POSITION 


LOCKING SCREWS 
FOR ADIUSTABLE 
HEAD FLAP 


THT 
CONTROL 


The table top is cast in corrosion-resistant aluminium alloy with 
a satin finish. The head flap is extendable and allows for fine 
angular adjustments and instant removal from the Table. 

The leg flap also is fully adjustable and can be removed instantly 
from the Table in any position. A carefully proportioned perineal! 
recess allows maximal exposure of the perineum for all diagnostic 
and surgical procedures with the patient in the lithotomy position. 


BOOK REVIEW 


PERIPHERAL NERVE INJURIES 


Peripheral Nerve Injuries: Principles of Diagnosis. By Webb 
Haymaker, M.D. and Barnes Woodhall, M.D. Second Edition. 
(Pp. 333 + xv, with 272 illustrations. £2 19s. 6d.) Philadelphia 
and London: W. B. Saunders Company. 1953. 


Contents: Part I. An Analysis of the Segmental and the Peripheral Nerve Supply 
of Skin, Muscles and Skeleton. 1. General Principles of the Composition of 

gmental Nerves, Plexuses and Peripheral Nerves. 2. The Innervation of Skin 
and Muscles by Spinal Segments. 3. The Distribution of the Peripheral Nerves. 
4. Innervation of the Skeleton, and Disorders of Bones and Joint Tissues Resulting 
from Nerve Injuries. Part II. Examination of the Peripheral Nervous System. 
5. Manifestations of Peripheral Nerve Injuries. 6. An Analysis of the Movements 
Tested in a Neurological Examination. Part III. Classification, Causes and 
Symptomatology of Peripheral Nerve Injuries. 7. The Various Degrees of Peripheral 
Nerve Injury and their Clinical Significance. 8. Causes and Manifestations of 
Peripheral Nerve Injuries. 9. Tests Employed in the Diagnosis or Prognosis of 
Nerve Injuries. Part 1V. Injuries of Plexuses and Peripheral Nerves. 10. Injuries 
of the Cervical Plexus. 11. Injuries of the Brachial Plexus. 12. Injuries of Peri- 

heral Nerves Derived from the Brachial Plexus. 13. Injuries of the Peripheral 

erves Derived from the Lumbar Plexus. 14. Injuries of the Sacral Plexus and its 
Constituent Nerves. Bibliography. Index. 
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\ — back elevator is controlled from the head-end of the 
lable. 


All main gear mechanisms are enclosed and particular attention 
vas been given to the overall design so as to make routine cleaning 
and maintenance simple in the extreme. 


INTERCHANGEABLE LUER LOCK SYRINGES 


Everett’s factory representatives, Gurr Surgical Instruments (Pty.) 
Limited, of P.O. Box 1562, Johannesburg, announce the arrival of 
stocks of their latest in hypodermic equipment, namely Inter- 
changeable Luer Lock Syringes. The makers state that these 
syringes are most smooth in action and are provided with most 
clear and indestructable graduations. The needle fitting is perfectly 
leak-proof. They solely specialize in the manufacture of hypo- 
dermic equipment and are also the makers of Gurr’s Sico range of 
needles. 


Transitron Hearing Aid. Bonochord Limited state as follows: This 
new hearing aid, manufactured by Bonochord Limited, utilizes a 
‘transistor’ in place of a radio valve. The active element of the 
transistor is a piece of the metal germanium about ¥¢ inch square 
and half as thick. 

Unlike the 3-valve hearing aid the Transitron does not require a 
high-tension battery, operating only a very small low-tension cell. 
The running costs of every-day use may be as little as 5s. a year. 
The instrument also has the advantage of small size, great reliability 
and life, and great volume in proportion to size. 


BOEKRESENSIE 


War brings with it many special hazards, not the least medical ones, 
and doctors who are called upon to treat the injuries and diseases 
of the fighting forces will often find themselves confronted with a 
great deal that is outside their ordinary experience. Peripheral 
nerve injuries, though certainly not an exclusively wartime accident, 
are far commoner under such conditions and those called upon to 
deal with them must enlarge their knowledge by special study. 

This book, now appearing in its second edition, is among the 
best of its kind. The anatomy and physiology of the peripheral 
nerves, their special functions and the means used to test them are 
all dealt with in a most comprehensive and very competent manner. 
It is an improvement on the first edition in so far as it is better 
illustrated, deals with the pathological changes in injured nerves 
and is thoroughly up to date, embodying the experiences of the 
Korean conflict. 

The publishers have provided excellent paper and printing and 
the illustrations are well reproduced so that it is a welcome addition 
to the shelves of the neurologist and surgeon. an 
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CORRESPONDENCE : BRIEWERUBRIEK 


THE TRAINING OF NURSES 


To the Editor: The Board of the S.A. Nursing Association read 
with interest and appreciation Dr. J. H. Kretzmar’s presidential 
address to the Griqualand West Branch of the Medical Association, 
printed in the S.A. Medical Journal of 1 May, 1954. 

The Board, however, wished to draw the attention of your 
readers to the following points suggested by Dr. Kretzmar: 

1. Cadet Nurses’ Course. The Transvaal Provincial Administra- 
tion started a course of this nature in 1952 and it is being held at 
the Nursing Colleges for girls who have passed Std. VIII but are 
too young to enter their nursing training. This course may well be 
introduced by the other Provinces to help relieve the shortage of 
nurses. 

2. Part-time Nurses. The Transvaal, Cape and Natal are all 
encouraging trained nurses to do part-time work and have laid 
down special salary scales, hours of duty, leave privileges. etc. 

3. Married Nurses. Married nurses are being employed in 
greater numbers than ever before and married nurses are appointed 
to the permanent staff and contribute to the Nurses’ Pension 
Schemes in the Transvaal and Cape Province. 

4. Training and Employment of Bantu, Coloured and Indian 
Nurses. The S.A. Nursing Association advocates the training and 
employment of Bantu, Coloured and Indian nurses to look after 
their own people and thus relieve the shortage of European nurses. 

5. Auxiliary Nurses. The S.A. Nursing Council has, for at least 
7 years, been making representations for the enrolment and training 
of Auxiliary Nurses and an amendment to the Nursing Act is 
before Parliament for the inclusion of Auxiliary Nurses. It is 
recognised that many girls who have not the requisite standard of 
education to train as nurses, can fulfil an important role in the 
health team and assist materially towards the shortage of nurses. 


D. H. Radloff 
Organising Secretary 
South African Nursing Association 
Pretorius Street. 
Pretoria 
3 June 1954 


OCULAR TRICHOBEZOAR 


To the Editor: \ read with great interest and pleasure the article 
on ‘Bezoar of the Stomach’ by Dr. S. Skapinker.' It called to mind 
a patient with ocular trichobezoar I saw a year ago. 


A Bantu girl aged about 10 years consulted me at the St. John 
Eye Hospital because of pain and redness of the left eye. The 
inferior conjunctival fornix was found to contain a hairball (or 
trichobezoar) consisting of a mass of tangled, crinkly hair about 
the size of a splitpea, matted together by thick mucus. The patient 
professed to be ignorant of how the hairy mass had got into the 
eye. I looked upon it at the time as a case of conjunctivitis artefacta. 


It may be disputed whether the term bezoar should be applied 
to an ocular hairball, since the word is commonly employed to 
denote concretions in the alimentary canal. Etymologically, 
however, there would appear to be no serious objection to its use 
in this context. The word bezoar is derived from the Persian 
pad-protecting, and zahr-poison. It was formerly believed that 
bezoars had remarkable medicinal and even magical properties. 


S. Etzine 
815 Philadelphia Comet 
Jeppe Street 
Johannesburg 
Transvaal 
22 June 1954 


1. Skapinker, S. (1954): S.Afr. Med. J., 28, 517. 
ASSISTANCE FOR MISSION HOSPITALS 
To the Editor: \n spite of increased subsidies in recent years, most 


mission hospitals still have to rely toa greater or lesser extent on 
voluntary support and assistance—more so in the Protectorates. 


This comes in various ways but medical men and women could 
often give more support if the opportunity were offered. The 
Medical Christian Fellowship has begun to facilitate matters so 
that those who wish may be able to help this work, which is going 
on, often under great difficulty and frustration, in many. a needy 
area today. 

The means afforded can be grouped as follows: 


1. Used Equipment. Missionaries cannot afford to be as fastidious 
as city surgeons and there is many a discarded instrument which 
with a little repair would be welcomed at a mission hospital or 
clinic. A changing practice sometimes makes certain instruments 
no longer necessary—so they lie unused in a drawer. 

2. Old Journals. Missionaries cannot afford to subscribe to 
more than one or perhaps two journals, so that these would be 
welcome: particularly the Brittish Medical Journal, Lancet, Prac- 
titioner, but also others. 

3. Missionary Fund. For those who cannot assist in other ways 
but would like to do something to help the lot of the missionary, 
a fund has been started to be used in the purchase of equipment, 
drugs, etc. Even a small amount will be welcomed; so send your 
old equipment and/or cheque to Medical Christian Fellowship 
and marked ‘missionary fund’ to the Secretary, Medical Christian 
Fellowship, 14 Woodside Drive, Pinelands Cape. 


R. P. Hewitson, F.R.C.S. 
Hon. Secretary 
14, Woodside Drive, 
Pinelands, Cape. 
25 June, 1954. 


KLIPPEL-FEIL SYNDROME ASSOCIATED WITH OTHER ABNORMALITIES 


To the Editor: \n the Journal of 19 June 1954 Dr. Bloch! described 
a case of Klippel-Feil Syndrome. One is surprised to read that 
only 65 such cases have been recorded in the English literature, 
and in view of this rarity would like to record a further case 
encountered in Johannesburg. 


B. B. aged 11 years was referred by Dr. H. M. Jacobs of Kroon- 
stad. This boy was suffering from coarctation of the aorta and 
X-ray demonstrated a Klippel-Feil deformity. An interesting 
feature of this case was a congenital stricture of the trachea, first 
noticed when Dr. C. Frost attempted to pass an intra-tracheal 
tube for anaesthetic purposes preparatory to resection of the 
coarcted aorta by Mr. D. I. Adler. A tube considerably smaller 
than the usual size for a boy of this age had to be used. There 
were no other anaesthetic difficulties but a further anatomical 
variation encountered at operation was the presence of a large 
mass of tissue lying on the lateral side of the aortic arch, and in 
which ran the thoracic duct. This was severed during the operation, 
but there was no complication following the ligation of the open 
ends of the duct. 

Fallon et al? in the March 1954 issue of the British Journal of 
Surgery review mediastinal cysts of the foregut associated with 
vertebral abnormalities and instances a few such cases associated 
with the Klippel-Feil syndrome. In view of the development of 
the lung buds from the foregut the tracheal stenosis associated 
with the bony abnormalities in the abovementioned case probably 
has a close embryological connection with the mediastinal cysts. 
To carry this association further, 2 recent cases successfully operated 
upon for congenital thracheo-oesophageal fistulae had bony 
abnormalities, in one 3 herni-vertebrae, at different levels, and in 
the other fusion of the 4th and Sth ribs on the right side and a 
dextro-cardia. 


It all points to the fact that congenital abnormalities are often 


multiple. 
Denis N. Fuller 
7. Lister Building, 
Jeppe Street, 
Johannesburg. 
28 June, 1954. 


1. Bloch, H. H. (1954): S. Afr. Med. J., 28, 511. 


2. Fallon, M., Gordon, A. R. G. and Landrum, A. C, (1954): 
Brit, J. Surg., 41, 520. 
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PROMEiRON TABLETS 


HORMONE COMBINATION 


Therapy of Secondary Amenorrhoea 
PROMETRON TABLETS, each containing 0.05 mg. ethinyl oestradiol 
and 10 mg. ethisterone, offers a simple, economical and efficacious 
2-day therapy for secondary amenorrhoea. Dosage is 5 PROMETRON 
TABLETS on each of 2 successive days. Uterine bleeding usually ensues 
3—7 days later. Diagnosis of early pregnancy may be established in 
the absence of uterine bleeding following PROMETRON TABLET 
or Ampoule therapy. 


PROMETRON Tablets are available in tubes of 10 and bottles of 20 and 100 


FOR AND UNDER THE FORMULA AND TECHNICAL SUPERVISION OF 


a CORPORATION - BLOOMFIELD, N.J. 


MANUFACTURED IN THE UNION OF SOUTH AFRICA BY oné 
SCHERAG (PTY.) LIMITED, JOHANNESBURG 


Roter Gastric Ulcer Tablets 


Local conservative therapy of the peptic ulcer. 


Give remarkable results even in those cases where the peptic 
ulcer is accompanied by normal or hypoacidity, from which it 
turns out that Roter Tablets arc not only an antacid but have 


also a specific action on the ulcer itself. 


You are invited to write for full information and a clinical trial supply. 
IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. Box 7, Maraisburg, Transvaal, South Africa. 
Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, 
P.O. Box 4838; Dur an, P.O. Box 1988. 


Distributors for Rhodesia: GEDDE> LTD. Bulawayo, P.O. Box 877; 
Salisbury, P.C. Box 1691. 
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For the 
distressed and 


anxious patient 


‘DREN AMY 


One tablet t.i.d. after meals 


|) * produces a mood of calm cheerfulness, free 
from the drowsiness and dull-wittedness sometimes caused 
by barbiturate therapy. *‘Drinamyl’ helps the anxious 
patient to face his worries with tranquillity and optimism. 


Each‘ Drinamyl’ Tablet contains 5 mg.‘ Dexedrine’ 
(dextro-amphetamine sulphate) and 32 mg. (gr. 4) 
amylobarbitone. Issued in containers of 25. 


M. & J. PHARMACEUTICALS (PTY.) LIMITED, DIESEL STREET, PORT ELIZABETH 


(Associated with Menley & James, Limited, London) 
DLPI4SA for Smith Kline & French International Co., owner of the trade marks ‘ Drinamyl!’ and ‘ Dexedrine’ 
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in pneumonie 
‘Terramycin* 


OF 


..Terramycin-terapie kan lewens red in  besonder pe 
strawwe broncho-pneumonie en virus-pneumonie waar Kie., Ingel. 
behandeling met ander antibiotiese middels geen 

uitwerking het nie.” 


Stotter, G.: Med. Welt 21: 1150 Sept. 13 1952 


Distribueerder: 
PETERSEN BPK. 


Posbus 38, Kaapstad 
Posbus 5785, Johannesburg 
Umbiloweg 113, Durban 


Suid-Afrika 


Opgerig 1849 


Wéreld se Grootste Produseni van Antibiotiese Middels 
GRAM GRAM TERRAMYCIN ONOORTREFBAA® ONDER BREESPEKTRUM ANTIBIOTIESE MIDDELS” 


| 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


AGENTSKAP-AFDELING : AGENCY DEPARTMENT 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICE FOR SALE 


(PD25) Durban. House and practice available, suitable for a 
surgeon. Details on application. 

(PD26) Transkei. Practice established 8 months ago. Average 
monthly turnover £126/£140. Two appointments held District 
Surgeon and M.O. to Native Recruiting Corporation. New out- 
Station clinics could be opened. Trout and river fishing within 
15 miles. Will consider any offer. 

(PD/27) Drakensberg Native Reserve area. Dispensing practice 
established February 1954 on part-time basis. Cash takings 
approximately £400. Buyer to take over drugs at cost, approxi- 
mately £150 and equipment £60. Goodwill to be calculated as a 
percentage of the takings at the end of July. 


LOCUMS REQUIRED 


(LM8) Natal. Locum required from 16 June to 18 July. £2 12s. 6d. 
per day, all found. Country practice, practically no night work. 
Drakensberg area. 
(LM9) Natal South Coast. 
day, all found. 
practice. 


Locum required for July. £3 3s. per 
Must have own car. General mixed country 


ASSISTANTS REQUIRED 


Assistant required, East Griqualand. Definite view to partnership. 
Old established partnership practice with one partner retiring. Full 
hospital facilities available. Must be bilingual and preferably with 
surgical experience. Commencing date 1 July 1954. 

(AM2) Assistant required for trial period. If suitable, partnership 


will be offered. General practice in select area approximately 
20 miles from Durban. 


INSTRUMENTS FOR SALE 


Two Electrocardiograph machines in first class order. 
acquiring self-reading machine. Offers to be made. 
Davidson Pneumothorax apparatus. Practically new. 
considered. 
Super-sonic (Impulsaphon) Machine in perfect condition. £250 
immediate sale. 


Owner 


Any offer 


* * * 


JOHANNESBURG 


Mediese Huis, Esselenstraat, 5. Telefone 44-9134/5, 44-0817 
Medical House, 5 Esselen Street. Telephones 44-9134/5, 44-0817 
ASSISTENTE,/PLAASVERVANGERS VERLANG 
ASSISTANTS, LOCUMS REQUIRED 
(600) Aangename Natalse dorp. Assistent met oog op vennootskap. 
(598) Transvaal. Plaasvervanger om so spoedig moontlik te begin, 
vir onbepaalde tyd. Salaris £3 3s. Od. per dag, alles vry en £10 
p.m. kartoelae. 
(597) Johannesburg. Assistant required, to start immediately. 

Definite view to Partnership. Will suit young Jewish doctor. 
(596) Reef Hospital town. An Assistant, preferably Jewish, to 
start as soon as possible. Own car necessary. 

(595) Southern Rhodesia. Locum as from 21 September till 7 
February. Own car necessary. 

(587) Transvaal. Plaasvervanger vir September. Salaris £3 3s. Od. 
per dag en alles vry. 

(574) Vrystaat. Plaasvervanger vir Augustus. 
en alles vry. 


REGISTERED OBSTETRICIAN AND GYNAECOLOGIST 


(599) An Assistantship with definite view to Partnership is offered 
to a doctor, preferably Afrikaans speaking man, with fair amount 
of experience. This is a very large and busy practice. 


Salaris £100 p.m. 
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PARTNERSHIPS FOR SALE 
VENNOOTSKAPPE TE KOOP 


(P/033) JOHANNESBURG. A Third share is offered in an old- 
established practice, with various appointments. This will suit a 
senior man, gentile with excellent surgical experience. 
(Pr/S132) Wes-Transvaal. Groot, vinnig-groeiende dorp met alle 
hospitaalgeriewe. Vennootskap van drie geneeshere, waarvan 
een sy deel wil verkoop, om te spesialiseer. Die metto inkomste 
per jaar, per vennoot, is tussen £4,800 en £5,000. Die premie van 
£3,000 is uiters laag vir ’n aandeel in hierdie gesogte praktyk. 
Terme kan gereél word. 
(Pr/S133) GOLDEN OPPORTUNITY TO ACQUIRE A 
PARTNERSHIP SHARE IN ONE OF THE PREMIER GE- 
NERAL PRACTICES IN JOHANNESBURG: This is a well- 
established and extremely busy practice and the prospective buyer 
should be an energetic and hard-working man, fluently bilingual 
and of a pleasant disposition. The aspect of this practice is such 
that it can only be discussed personally. 

* * * 


KAAPSTAD : CAPE TOWN 


Pesbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
Waalstraat 35 : 35, Wale Street 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1641) Transkei. Well-established practice. D.S. appointment 
approx. £1,000 per annum. Income over £300 gross per month. 
Beautiful modern 10-roomed house. Easy terms could be arranged. 
(1574) Cape Province, coastal town. Half share for sale in best 
class European practice owing to retirement of one partner. 
House with consulting rooms available. 

(1705) Kimberley. Goeie nukleus vir vooruitstrewende man of 
vrou word onmiddellik te koop aangebied. Prys £350. Terme 


moontlik. 
OPHTHALMIC PRACTICE FOR SALE 
(1325) Excellent practice with 2 appointments. 
ASSISTENTE-PLAASVERVANGERS VERLANG 


ASSISTANTS-LOCUMS REQUIRED 
URGENTLY FOR URBAN AND RURAL AREAS 


Full details supplied immediately on request. 
CONSULTING ROOMS AVAILABLE 


(1618) (1422) (1579) (1672) in Cape Town. 
porary or permanent basis. 


Available on Tem- 
Full use or to share. 


SPECIALIST PHYSICIAN 
(895) Half share in partnership practice offered for sale. 


Details 
on application. 


Rhodesia Railways 


VACANCY FOR ADDITIONAL RAILWAY SURGICAI 
OFFICER: BULAWAYO 


Applications are invited, from registered Medical Practitioners, for 
the post of additional Railway Surgical Officer, Bulawayo. 

Salary. £1,000 per annum without any allowances except a 
Transport Allowance at the rate of £100 per annum: Private 
Practice permitted. 

Leave. 40 days Vacation Leave per annum (accumulative). 

Experience. Higher surgical qualification necessary. 

Duties. Further information will be supplied to suitable 
applicants. 

Applications accompanied by copies of recent testimonials, 
stating age, qualifications, previous experience, marital state, 
nationality, birthplace and name of two persons to whom reference 
can be made, should be forwarded to the Chief Medical Officer, 
Rhodesia Railways, P.O. Box 792, Bulawayo. M.D.1139 


PHYSICIAN REQUIRED 


For Bramley Nursery School, 75 Forest Road, Bramley, Johannes- 


burg. Honorary capacity. For examining approximately 40 
children once every term. 
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Transvaalse Provinsiale Administrasice 
VAKATURES BY PUBLIEKE HOSPITALE 
Aansoeke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publicke Hospitale in die Transvaal! 
Aansoeke moet gerig word aan die Geneeskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
hospitaal en moet volle besonderhede bevat aangaande die ouder- 
dom, professionele, akademiese en taalkwalifikasies, ondervinding 
en huwelikstaat van die applikant en moet voorts ’n aanduiding 


bevat van die vroegste datum waarop diens aanvaar kan word 


Afskrifte van onlangse getuigskrifte moet aangeheg word 


aansoeke. 


rea’ 


Lewenskostetoelae tans betaalbaar aan voltydse werknemers: 


Salaris Lewenskostetoelae 
Getroud Ongetrou 
Oor £350 £320 p.j. £100 p. 


Van persone wat aangestel word, sal verwag word om bevred: 
gende sertifikate in te dien, asook om hulle te onderwerp aan ‘n 
geneeskundige ondersoek by die betrokke hospitaal. 

Aansoekvorms is verkrygbaar van enige Transvaalse Publieke 
Hospitaal of die Provinsiale Sekretaris Afdeling Hospitaaldienste, 
Posbus 2060, Pretoria. 

Benewens jaarlikse salaris en lewenskostetoelae ontvang voltydse 
werknemenrs spoorwegkonsessie en word verlof toegestaan ooreen- 
komstig die hospitaalverlofregulasies. 

Die sluitingsdatum van aansoeke vir die poste is 21 Julie 1954. 


Pos Hospitaal Emolumente Aanmerkings 
Senior Chirurg Algemeen, £2,000 p.j. Geregistreerde 
(Doserend) en Johannesburg £2,000 
moontlik daar- Mediese Prakti- 
opvolgende syn. Hoér graad 
vakatures van in Chirurgie °n 
Chirurg (Dose- vereiste. 
rend) Algemeen, do. 
en Johannesburg £1,800 per jaar 
Assistent Chi- Algemeen £1,200xS0—  Geregistreerde 
rurg(Doserend) Johannesburg 1,500 Mediese Prakti- 
syn. Hoér graad 
in Chirurgie ’n 
aanbeveling. 
Radioloog Baragwanath, £1,800 per jaar Geregistreerde 
Johannesburg Mediese Prakti- 
en die Universi- syn. Hoér graad 
teit van die Wit- in Radiologie ‘n 
watersrand aanbeveling. 
Maksillére Krugersdorp £205 per jaar; Geregistreerde 
Gesigs-Chirurg I sessie per Tandarts. Moet 
week behoorlik deur 
opleiding en on- 
dervinding ge- 
kwalifiseerd wees 
Junior Chi- Pretoria £1,200x50— Geregistreerde 
rurg (Departe- 1,500 Mediese Prakti- 
ment van Orto- syn. Hoér graad 
pedie) in Chirurgie ‘n 
aanbeveling. 
Deeltydse Pretoria £684 per jaar; Geregistreerde 
Torakale 3 sessies per Mediese Prakti- 
Chirurg week syn. Hoér graad 
in Chirurgie 
aanbeveling. 
Deeltydse Tara, Johannes- £170 per jaar; Geregistreerde 
Algemene burg (3) l sessie per Mediese Prakti- 
Praktisyn week syn. Hoér graad 
in Medisyne 
aanbeveling. 
Ongevalle Edenvale, Pk. £620-780-820- Geregistreerde 
Beampte Raedene Coro- 860 Mediese Prakti- 
nation, Jo- syn. 
Pediatriese hannesburgen £620-780-820- Geregistreerde 
Registrateur die Universiteit 860 Mediese Prakti- 


van die Wit- 
watersrand 


syn. Moet vir 
minstens twee 
jaar gekwalifi- 
seerd wees. 


IR GENEESKUNDE xxi 


Pos. Hospitaal Emolumente Aanmerkings 
Narkose Boksburg- £620-780-820- do. 
Registrateur Benoni 860 do. 
Kliniese Pretoria £620-780-820- Geregistreerde 
Assistent 860 Mediese Prakti- 
(Departement syn. Moet vir 
van Ortopedie) minstens twee 
jaar gekwalifi- 
seerd wees. 
Kliniese Pretoria £620-780-820 do. 
Assistent 860 
(Departement 
van Patologie) 
Senior Edenvale, Pk. £480 per jaar, Geregistreerde 
Inwonende Raedene plus losies en Mediese Prakti- 
Mediese inwoning of ’n syn. 
Beampte toelae van £120 
per jaar ten op- 
sigte van losies 
en inwoning 
Ontdekkers do. do. 
Gedenk, Pk. 
Florida 
Paul Kruger do. do. 
Memorial, 
Rustenburg. 
Verre Oosrand, do. do 
Pk. New State 
Areas. 
Interns Edenvale, Pk. £240 per jaar, 
Raedene plus losies 
inwoning of * 
toelae van £1 20 
per jaar ten op- 
sigte van losies 
en inwoning 
Ontdekkers Ge- do. — 
denk, Pk. 
Florida 
Verre Oosrand, do. 
Pk. New State 
Areas. 
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Mine Medical Officer—Required 


A vacancy exists for Resident Medical Officer of Health at Kama- 
tivi Tin Mines near Dett, Southern Rhodesia. 

The Mine is nearing initial production and the numbers of staff 
involved at this stage are 40 European families and 400-500 natives, 
which will probably increase. A Clinic, with emergency operating 
theatre etc., is nearing completion and will be fully equipped. 

Emoluments offered are as follows: 


Basic Salary, inclusive by arrangement—not less 


C.O.L.A. than £1000 per annum. 
Pension Fund Contribution 
by Company. — 5% of above. 
Accommodation: A free modern house with Doctor's room for 


European patients, which is near by the Clinic and has just been 
completed. 

Free electricity and water. 

Transport: A Landrover pickup is provided. 

Other: The Mine runs a Welfare Store and Butchery at which all 
normal domestic requirements can be purchased at reasonable 
prices. 

If married and the wife is qualified, special consideration would 
be given to her appointment as Sister in Charge of the Clinic, if 
desired. 

Private practice in Dett and in the neighbourhood may be 
carried on, subject to arrangements being approved by the 
Company. 

Date required to begin duties—1 SEPTEMBER, 1954. 

Applications should include full details of qualifications, previous 
experience, marital state, etc., and should be addressed Kamativi 
Tin Mines Limited, 8th Floor, Bradlows Buildings, Bulawayo. 
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Transvaal Provincial Administration 


VACANCIES: TRANSVAAL PUBLIC HOSPITALS 
Applications are invited from suitably qualified candidates for the 
undermentioned posts at Public Hospitals in the Transvaal. 

Applications should be addressed to the Medical Superintendents 
of the undermentioned Hospitals concerned and should contain 
full particulars as to the age, professional and academic and 
language qualifications, experience and conjugal status of the 
applicant and should further indicate the earliest date upon which 
duties can be assumed. Copies, only, of recent testimonials to be 
attached. 

Cost of Living Allowance payable at present to full-time 
employees : 

Cost of Living Allowance 
Salary Married Single 
Over £350 per annum £320 per annum £100 per annum 

Full-time employees receive in addition to their salaries and 
cost of living allowance, the following privileges: 

Leave and rail concession. 

Successful candidates will be required to submit satisfactory 
certificates as also to submit to a medical examination at the 
hospital concerned. 

Application forms are obtainable from any Transvaal Provincial 
Hospital or the Provincial Secretary, Hospital Services Branch, 
P.O. Box 2060, Pretoria. 

The closing date of applications for undermentioned posts will 
be 24 July 1954. 


Post Hospital Emoluments Remarks 
Part-time Pietersburg £912 perannum Registered Medi- 
Specialist 4 sessions per cal Practitioner. 
Surgeon week Higher degree in 

surgery. Head of 
Department. 
46056 


City of Johannesburg 
VACANCIES 


Applications are invited for the following vacant positions in the 
Cith Health Department: 
Medical Officers (Native 


Grade £1,156/12/£1,170 per 
Location Clinics). 


annum plus locomotion allow- 
ance. 

In addition to the basic salary, a cost of living allowance is 
paid in accordance with the Council's resolution of 25 August, 
1942, as amended, which at existing rates is £15 2s. Od. per month. 

The successful applicants will be required to undergo a medical 
examination and become members of the Council's Pension Fund. 

Applicants must be medical practitioners, registered to practice 
in South Africa. 

Details of conditions of service will be supplied on application 
to the Medical Officer of Health, P.O. Box 1477, Johannesburg. 

Personal canvassing for appointment in the gift of the Council is 
strictly prohibited. Proof thereof shall disqualify a candidate for 
appointment. 

Applications in the candidates’ own handwriting on special 
forms to be obtained from the Central Staff Office, Room 223, 
Municipal Offices, must be placed in the box in Room 223, Munici- 
pal Offices or posted so as to reach the Town Clerk not later than 
14 days after the appearance of this advertisement. 

Brian Porter 
Town Clerk 
2000/1501 


CNA Medical Benefit Society 


PANEL DOCTOR REQUIRED 

Applications are invited from registered Medical Practitioners to 
act as panel doctor for the undermentioned Society in the Mount 
Pleasant district of Port Elizabeth. For further particulars apply to 

The General Secretary, 

Central News Agency Ltd. 

Staff Medical Benefit Society, 
P.O. Box 1033, 
Johannesburg 


24 June, 1954 
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Johannesburg Municipal Employees’ 
Sick Benefit Society 
PART-TIME MEDICAL OFFICER 


Applications are invited from fully qualified General Practitioners 
to fill a position with the above Society on the following conditions: 
A Part-Time Medical Officer to visit certain Municipal Depots 
between 8.30 a.m. to | p.m. on week days and 9 a.m. to 11 a.m. on 
Saturdays. 
There will be no domiciliary calls and no Sundays, holidays or 
night work. 
The salary offered is £840 Os. Od. per annum plus £180 Os. Od. 
per annum for Locomotion Allowance. 
Applications must reach the Secretary, 4th Floor, P.F.A.C.- 
Building or P.O. Box 2626, Johannesburg, by 24 July 1954. 
P. J. Uys 
Secretar) 


Peri-Urban Areas Health Board 
ASSISTANT MEDICAL OFFICER OF HEALTH 


Applications on the Board's official application form are invited 
from registered medical practitioners possessing a recognised 
Diploma in Public Health or State Medicine for the post of Assis- 
tant Medical Officer of Health at a salary of £1,020 per annum on 
the salary grade £1,020 x £60—£1,380 per annum plus a temporary 
cost of living at Public Service Rates for married persons (at 
present £234 per annum) and £58 16s. Od. per annum for single 
persons. 

The salary grade has been approved by the Minister of Health 
but the appointment of the successful applicant is subject to the 
approval of the Hon. the Administrator and the Minister of Health. 

The successful applicant must become a member of the Joint 
Municipal Pension Fund (Transvaal) if eligible. 

Application forms and further details are obtainable from the 
Chief Personnel Officer, Room 222, Maritime House, 153 Pretorius 
Street (P.O. Box 1341), Pretoria. 

Applications, accompanied by certified copies of not more than 
three recent testimonials, must be submitted to the Chief Personnel 
Officer not later than 12 noon on Wednesday, 21 July, 1954. 


H. B. Phillips 
Secretary Treasurer 
P. O. Box 1341, Pretoria (52/1954) 
30 June, 1954 


Transvaal Clothing Industry Medical 
Aid Society 
PART-TIME MEDICAL OFFICERS 


Applications are invited from registered medical practitioners for 
appointments for the following areas: 

(1) Johannesburg, Northwestern area outside Municipal 
boundary but to include some marginal suburbs such as Linden, 
Craighall, etc., (European members only). Applicants will be 
expected to provide full consultation and domiciliary services for 
members in these areas and consultation services by arrangement 
as required in areas of employment. 

(2) A further application is invited for the appointment of a 
part-time medical officer for non-Europeans only for the municipal 
area of Johannesburg. The applicant will be required to provide 
full consultation and domiciliary services and to provide consulting 
rooms adjacent to clothing factories in the eastern area of the city. 

The capitation fee for both the above appointments will be 22/6 
per annum. Further information may be eg from the under- 
signed. Closing date of applications, 24 July, 1954. 

Helen Joseph 
Secretary 

P.O. Box 3079. 
Telephone 23-8321. 


35 Wale Street, Cape Town. 
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tablets (Triethanolamine Trinitrate Biphosphate) 


prevent attacks of angina pectoris or greatly diminish 
their number and severity. 


Métamine 


a tablets have a duration of action 2-4 times that of Nitro- 
£ glycerin and are singularly free from side-effects and 
toxic manifestations. 


For full informati@e, and literature write to 


KEATING’S. PHARMACY LIMITED 


P.O. BOX 256, WOHANNESBURG 


P.O. BOX 568, CAPE TOWN + P.O. BOX 2383, 


Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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UNIQUE PLASTICISED 


FORMULA 
PROLON 
PROT 


CONTACT DERMATOSES 


A 


SUPPLIED IN 
1 oz. TUBES 


cellulose and castor oil is not removed by ordinay washing of the skin. 
COVICONE is especially effective in occupational and allergic dermatoses, 
where prolonged or continuous protection is desired. Initially, the cream is 
applied twice daily for 10 days to two weeks to bull’ uo the protective layer, 
after which a single application every one or two days will maintain effective 
protection. In a vanishing cream base. COVICONE is not or greasy, will 
not interfere with the patient's work or other activities: - 


(Abbots) 


ABBOTT 
LABORATORIES 
JOHANNESBURG 
CAPE TOWR 
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| CREAM 
SKIN CREAM \ ! 
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